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MEDIAN NEURITIS — LOVE 


Strep sore throat 
responds readily to 


(Erythromycin, Lilly) 


Temperature normal, throat culture negative, usually 
within twenty-four hours. Notably safe and well tolerated. 


dosage: 1 to 1.5 Gm. daily in divided doses. ily 
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does your 
diuretic 
cause 


acidosis? 


know 
your 
diuretic 


diuresis without depletion of alkaline reserve—avoiding 
dangers of acid-base imbalance—is character- 
istic of the organomercurials. In contrast, the 
diuretic activity of carbonic anhydrase inhibitors, 
acidifying salts, and the resins depends on pro- 
duction of acidosis. 


TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI 
+2-METHOXY-PROPYLUREA IN EACH TABLET) 


e action not dependent on production of acidosis 
a“ . 
eno’ rest’ periods...no refractoriness 


a standard for initial control of severe failure 


BRAND OF MERALLURIDE INJECTION SODIUM 


eadership tr deureltc 


LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre ark 
of Logg pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 
td Ample facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the potent arrive at 
an understanding of his life ay ye and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 

For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


CUT BOOKKEEPING — OFFICE AND TAX EXPENSES TO A MINIMUM 


USE 
The Physician 4 Daily Record 
RECOMMENDED BY 
TAX EXPERTS AND ACCOUNTANTS 


Income—Professional and Non Professional Record- 
ed Daily 

Expenses—Professional and Non Prefessional De- 
ductable—Non Deductable Segregated 

Daily Cash Reconciliation—Monthly Balances 

Business Volume and Net Profit Summarized 
Monthly 

Accounts Receivable Control Each Month Guards 
Against “Slip Ups” on Charges and Pay- 
ments 

Pay Roll—Social Security—Withholding Tax, Etc. 


A PERMANENT RECORD OF EVERY BUSINESS TRANSACTION 


SINGLE BOOK FOR 1956 (one page—44 lines—for each day) -.0..........2...cecececccceseeseceneeeeeeeceesesenmeees $ 8.50 
DOUBLE BOOK for 1956 (two pages—88 lines—for each day) $16.00 


WINCHESTER 


“CAROLINAS HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th St. Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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WEIGHT FOR WEIGHT, 
THE MOST ACTIVE ANTI-INFLAMMATORY 
AGENT YET DEVELOPED 

FOR TOPICAL USE 


TOPICAL LOTION 


ACETATE 
(FLUDROCORTISONE ACETATE, MERCK) 9 ALPHA-FLUOROHYDROCORTISONE ACETATE 


MOST EFFECTIVE 
Therapeutically active in 1/10th the concentration of hydrocortisone (Compound F).° 


MOST ECONOMICAL 


Superior spreading qualities—a small quantity covers a wide area. 


MOST ACCEPTABLE 
Most patients prefer the cosmetic advantages of this easy-to-apply, 


| 
| 
smooth spreading lotion. 


Supplied: Topical Lotion Alflorone Acetate: 0.1% 
and 0.25%, in 15-cc. plastic squeeze bottles. Topical 
Ointment Alflorone Acetate: 0.1% and 0.25%, 5-Gm., 


Philadelphia 1, Pa. 
15 Gm., and 30-Gm. tubes. DIVISION OF MERCK & CO., INC. 
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It’s well past midnight. Again. 
And still her night keeps 
ticking away: no sleep... no 
rest... no sleep... no rest. 

If she were your patient, you'd 
relieve her insomnia with - 


short-acting NEMBUTAL 


A dose of only 34 to 1-gr. 

is enough to erase anxiety, 
worries, tension. And to induce 
drowsiness, followed by 
refreshing sleep. With short- 
acting NEMBUTAL, there is 
little drug to be inactivated, 
short duration of effect, wide 
margin of safety and little 
tendency toward morning-after 
hangover. Which is why: 

in equal doses, no other 
barbiturate combines quicker, 
briefer, more profound effect. 


® (PENTOBARBITAL, ABBOTT) 
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Philadelphia 2, Pa. 


Meprobamate 


(2-methyl-2-n-propyl-1 3-propanediol dicarbamate) 


Appropriate to an age of mental and emotional stress, 

EQUANIL has demonstrated remarkable properties for promoting 
equanimity and release from tension, 

without mental clouding. 

EQUANIL is a pharmacologically unique anti-anxiety agent 

with muscle-relaxing features. 

Acting specifically on the central nervous system, 

it has a primary place in the 

management of patients with anxiety neuroses, 

tension states, and associated conditions.'- 

in clinical trials, patients respond with “. . . lessening of tension, 
reduced irritability and restlessness, more restful sleep, 

and generalized muscle relaxation.” 

It is a valuable adjunct to psychotherapy. 

Clinical use is not limited by significant side-effects, 

toxic manifestations, or withdrawal phenomena.'? 

Supplied: Tablets, 400 mg., bottles of 48. 


1. Selling, L.S.:J.A.M.A.157: 1594 (April 30) 1955.2. Borrus, J.C.:J.A.M.A.157 : 1596 (April 30) 1955. 
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Cigarette... 


The VICEROY filter tip contains We believe this simple fact is one 
20,000 tiny filter traps, madethrough of the principal reasons why so 
the solubilization of pure natural many doctors smoke and recommend 
material. This is twice as many of VICEROY—the cigarette you can 
these filter traps as any other brand. really depend on! 


ONLY VICEROY GIVES YOU 


TWICE AS MANY OF 
THESE FILTER TRAPS AS 
ANY OTHER BRAND! 


vic Filer Ip VICEROY 


tlter Tip World’s Most Popular Filter Tip Cigarette 


CIGARETT 
x ey { Only a Penny or Two More 
Than Cigarettes Without Filters 
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TERRAMYCIN’ 


BRAND OF OXYTETRACYCLINE 


~ _dplections of various dosages was very rapid 
Intramuscular Terramycin has proved it- 
ar proved it- 
— 
‘ 2 . 
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DIET LIST CHART 
DEVELOPED BY 


KNOX GELATINE | 
JOHNSTOWN, N- 


New Booklet Available to Aid 
Management of Overweight Patients 


The 1955 edition of the well-known Knox ‘“at- 
and-Reduce” booklet eliminates calorie counting 
for your obese patients. This year’s edition is 
based on the use of Food Exchange Lists' which 
have proved so accurate in the dietary manage- 
ment of diabetics. These lists have been adapted 
to the dietary needs of patients who must lose 
weight. 

The first 18 pages of the new booklet present in 
simple terms key information on the use of Food 
Exchanges (referred to in the book as Choices). 
In the center, double gatefold pages outline color- 
coded diets of 1200, 1600, and 1800 calories based 
on the Food Exchanges. Physicians will find 
these diets easy to revise to meet the special 
needs of individual patients. 

To help patients persevere in their reducing 


plans, the last 14 pages of the new Knox booklet 
are devoted to more than six dozen tested, low- 
calorie recipes. Please use the coupon below to 
obtain copies of the new “Eat-and-Reduce” book- 
let for your practice. 


1. Developed by the U. 8. Public Health Service assisted by committees of 
The American Diabetes Assn., Inc. and The American Dietetic Assn. 


Chas. B. Knox Gelatine Co., Ine. 
Professional Service Dept. SJ-10 
Johnstown, N. Y. 


Please send me___copies of the new illustrated 
Knox ‘‘Eat-and-Reduce” booklet based on Food 
Exchanges. 
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BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF PSYCHIATRIC 
ILLNESSES AND PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 
Modern Facilities 
Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. BRAWNER, M. D. Jas. N. BRAWNER, JR.. M.D. ALBERT F. BRAWNER. M. D. 


MEDICAL DIRECTOR ASSISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 


P.O. Box 218 Phone 5-4486 


KALAMAZOO 
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*Trademark for the Upjohn brand of prednisone (delta-1- cortisone) 
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1950 Cortone® | 1952 Hydrocortone” 
1954 ‘Alflorone’ 1955 'Hydeltra' 


(Prednisone, Merck) 2.5 mg. -5 mg. (scored) 


the delta, analogue of cortisone 


Indications: 
Rheumatoid arthritis 

al Bronchial asthma 

On, Toe. Inflammatory skin conditions 


GLENWOOD PARK SANITARIUM 


Founded by 


C. ASHWORTH, GREENSBORO, 
M.D. 


North 
Carolina 


Established in 1904 and continuously operated since that date for the medical 
treatment of drug and alcoholic addictions. Located in an attractive suburb of Greens- 
boro where privacy and pleasant surroundings are to be found. 


WorTH WILLIAMS, Business Manager R. M. Burg, Jr., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 
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BRAND OF MEPHOBARBITAL 


— 


WINTHROP 
hypertension 


hyperthyroidism 
convulsive disorders 
difficult menopause 
psychoneurosis 
hyperhidrosis 


for the hyperexcitability 
so often found in 


Mebaral’s soothing sedative effect is obtained without significantly 
clouding the patient's mental faculties. 


Average Dose: 


Adults — 32 mg. to 0.1 Gm. (optimal 50 mg.), 
3 or 4 times daily. 


Children — 16 to 32 mg., 3 or 4 times daily. 


Tasteless tablets of 32 mg. (¥2 grain) 
50 mg. (% grain) 
0.1 Gm. (1% grains) 
0.2 Gm. (3 grains) scored. 


Meboral, trademark reg. U.S. Pat. Off. 
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KALAMAZOO 


*Trademark for the Upjohn brand of prednisolone (delta-I-hydrocortisone) 


HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 
ASHEVILLE NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—lInsulin, electro- 
shock, psychotherapy, occupational and recreational 
therapy—for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, 
amid the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabili- 
tation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
MEDICAL DIRECTOR 


Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
ASSOCIATE MEDICAL DIRECTOR 
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hydrocortisone 

Be: is effective « able in 5 mg. 
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tablets in bottles of 30 ‘and’ 100 
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THERAPEUTIC BILE 
for patients with liver and gallbladder disorders 


confirmed 


(A) Hydrocholeresis: 
in the laboratory 


Bile capillaries (rabbit 


li i i- 
In the isolated perfused iver) are filled with di 
liver (rat), Aydrocholer- s lute bile 15 minutes after 
| iv. injection of sodium 
200 to 300 per cent— = dehydrocholate. 
with no increase in total 


solids.2 (B) Untreated control. 


“Since bile of this nature and in this large output can 
flush out even the smaller and more tortuous biliary 
radicles, hydrocholeresis [ with Decholin and Decholin 
Sodium] aids in removal of inspissated material and 
combats infection.” 


confirmed 
in practice Decholin®— Decholin Sodium® 


rue hydrocholeresis < Decholin Tablets (dehydrocholic acid, Ames) 3% gr. ¢ \'5 
—amarkedincreas@ Decholin Sodium (sodium dehydrocholate, Ames) 
both in volume and 20% aqueous solution; ampuls of 3 cc., 5 cc. and 10 ce. 


8 


Of the Bile Chara, M.: Med. Monatsschr. 7:356, 1953. (2) Brauer, R. W,, and 
Pessotti, R, L.: Science 175:142, 1952. (3) Schwimmer, D.; Boyd, 
L. J., and Rubin, S. H.: Bull, New York M. Coll. 16:102, 1953. 
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AMES COMPANY, INC « ELKHART, INDIANA Ames Company of Canada, Ltd., Toronto 
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1950 Cortone’ 1952 Hydrocortone® 
1955 Deltra® 


the delta, analogue of hydrocortisone 


ations Rheumatoid arthritis 


Bronchial asthma 


ESTABLISHED 1911 


SANATORIUM 


re, | private psychiatric hospital em- Staff PAUL V. ANDERSON, MD. 
President 


ploying modern diagnostic and treat- REX BLANKINSHIP, MD. 
4 hock. Medical Director 
ment procedures—clectro shock, in- JOHN R. SAUNDERS, MD. 
sulin, psychotherapy, occupational and ea 
THOMAS COATES, MD. 
recreational therapy—for nervous and wociate 
4 JAMES K. HALL, JR, MD. 
mental disorders and problems of Associate 
addiction. R. H. CRYTZER, Administrator 
P. Q Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 
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For physicians who hesitate to use the older corticosteroids because of 
diminishing therapeutic returns and frequently predominating major 
undesirable side effects, METICORTEN with its high therapeutic ratio 
reduces the incidence of certain major undesirable side effects. 


@ minimizes sodium and water retention 


e minimizes weight gain due to edema 


@ no excessive potassium depletion 


e in rheumatoid arthritis, effective relief of pain, swelling, tenderness; 
diminishes joint stiffness 


e in intractable asthma, relief of bronchospasm, dyspnea, cough; 
increases vital capacity 


e clinical response even where cortisone or hydrocortisone ceases 
to be effective—“cortisone escape” 


effective in smaller dosage 


BIBLIOGRAPHY 
(1) Bunim, J. J.; Pechet, M. M., and Bollet, A. J.: J.A.M.A. 157:311, 1955. (2) Gray, J. W., and 
Merrick, E. Z.: J. Am. Geriat. Soc. 3:337, 1955. (3) Boland, E. W.: California Med. 82:65, 1955. 
(4) Dordick, J. R., and Gluck, E. J.: J.A.M.A. 158:166, 1955. (5) Margolis, H. M., and others: 
J.A.M.A, 158:454, 1955. (6) Hollander, J. L.: Philadelphia Med. 50:1357, 1955. (7) Barach, A. L.; 
Bickerman, H. A., and Beck, G. J.: Dis. Chest 27:515, 1955. (8) Arbesman, C. E., and Ehrenreich, 
R. J.: J. Allergy 26:189, 1955. (9) Skaggs, J. T.; Bernstein, J., and Cooke, R. A.: J. Allergy 26:201, 
1955. (10) Schwartz, E.: J. Allergy 26:206, 1955. (11) Nelson, C. T.: J. Invest. Dermat. 24:377, 1955. 
(12) Robinson, H. M., Jr.: J.A.M.A. 158:473, 1955. (13) Herzog, H. L., and others: Science 121:176, . 
1955, (14) Perlman, P. L., and Tolksdorf, S.: Fed. Proc. 14:377, 1955. (15) King, J. H., and Weimer, 
J. R.: Experimental and clinical studies on Meticorten (prednisone) and Meticortelone (prednisolone) 
in ophthalmology, A.M.A. Arch. Ophth., in press. (16) Barach, A. L.; Bickerman, H. A., and Beck, 
G. J.: Clinical and physiological studies on the use of metacortandracin in respiratory disease. 
Il. Pulmonary emphysema and pulmonary fibrosis, Dis. Chest, to be published. (17) Dordick, J. R.,and 
Gluck, E. J.: Preliminary clinical trials with prednisone (Meticorten) in systemic lupus erythematosus, 
A.M.A. Arch, Dermat. & Syph., in press. (18) Goldman, L.; Flatt, R., and Baskett, J.: Assay technics 
for local anti-inflammatory activity in the skin of man with prednisone (Meticorten) and prednisolone 
(Meticortelone), J. Invest. Dermat., in press. 


METICORTEN, 
*T.M. 


,»* brand of prednisone. 


: 


in 


rheumatoid arthritis, 


intractable asthma, rheumatic fever, nephrosis, certain skin disorders 
such as acute disseminated lupus erythematosus, acute pemphigus, extensive 
atopic dermatitis and other allergic dermatoses, and certain eye disorders 


PREDNISONE, SCHERING (metacortandracin) 


SCHERING CORPORATION BLOOMFIELD, NEW JERSEY 


MC-J-520 
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(ERYTHROMYCIN, LILLY) 


‘Ilotycin’ kills susceptible pathogens of the 
respiratory tract. Therefore, the response is de- 
cisive and quick. Bacterial complications such 
as otitis media, chronic tonsillitis, and pyelitis 
are less likely to occur. 


Most pathogens of the respiratory tract 
are rapidly destroyed. Yet, because the coli- 
form bacilli are highly insensitive, the bacterial 
balance of the intestine is seldom disturbed. 


‘llotycin’ is notably safe and well toler- 
ated. Urticaria, hives, and anaphylactic reac- 


ELI LILLY AND COMPANY 


Over 96% of all acute bacterial 
respiratory infections 
respond readily 


‘tions have not been reported in the literature. 
Staphylococcus enteritis, avitaminosis, and 
moniliasis have not been encountered. 
Gastro-intestinal hypermotility is not ob- 
served in bed patients and is seen in only a small 
percentage of ambulant patients. 
Available as specially coated tablets, pedi- 
atric suspensions, I.V. and I.M. ampoules. 


QUALITY / RESEARCH / INTEGRITY 


INDIANAPOLIS 6, INDIANA, U.S.A, 
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MEDIAN NEURITIS OR CARPAL TUNNEL SYNDRONE 


Diagnosis and Treatment 
J. GRAFTON LOVE, M.D. 
ROCHESTER, MINNESOTA 


In 1946 Cannon and I called attention 
to a not-too-rare condition affecting the 
median nerve at the wrist which can be cor- 
rected by appropriate surgical therapy. We 
indicated the symptoms, mechanism, and 
treatment. 

Although this condition often arises spon- 
taneously, the term “tardy median palsy” 
was emphasized at that time because of the 
similarities that this affection of the peri- 
pheral nerve bears to the better known tardy 


ulnar palsy). 
Report of Case 


The first patient with tardy median palsy whom 
I treated surgically was a white woman 44 years 
of age who came to the Mayo Clinic January 20, 
1941, and gave the following history. About 20 
years before coming to the clinic she had slipped 
and fallen on her outstretched right hand. The re- 
sulting fracture of the right wrist was treated by 
a cast for six weeks, After removal of the cast, 
the attending physician advised the patient that 
the result was poor and that he wished to reset 
the wrist, but she declined to have this done. Ever 
since the injury she had been aware of swelling 
over the proximal part of the dorsal surface of 
the hand. During the past six years this swelling 
had increased and the patient experienced some 
dull aching in the right wrist after heavy work. 
During the last two to three years before admis- 
sion the discomfort had increased. In addition, 
some aching had developed and extended up the 
inner aspect of the forearm and arm to the axilla. 
This aching was episodic and lasted 12 to 18 hours. 
About 18 months before coming to the clinic, the 
patient for the first time noticed wasting of the 
muscles of the thenar eminence of the right hand. 
The condition had been slowly progressive. During 
the past three years she believed that there had 
been periods of numbness in her thumb and index, 
middle and fourth fingers, especially after hard 
work. During the past year she had noticed in- 
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creasing numbness in the thumb and first two 
fingers. 

At the time of admission the patient often could 
not tell whether she was holding a needle in her 
fingers or not, and often when holding a cigarette 
she would drop it without realizing that she had. 

On neurologic examination, only the findings 
referable to the right wrist and hand were im- 
portant. A deformity of the right wrist from an 
old Colles’ fracture which had occurred 20 years 
before, definite atrophy of the thenar eminence, 
and reduction in sensation in the median distri- 
bution of the right hand were noted. There were 
no findings to suggest involvement of the median 
nerve above the wrist. Roentgenographic examina- 
tion of the right wrist revealed an old Colles’ 
fracture with deformity. 

At the time that I saw this patient in consulta- 
tion with one of my colleagues in the neurologic 
section, this note was made: “I have never heard 
of tardy median palsy, but this certainly is one in 
my opinion. Unless orthopedic consultant has some- 
thing to offer, the median nerve should be freed 
up and a neurolysis performed.” 

Since I was unable to assure the patient of a 
good prognosis, she wished to consider the matter 
for a time. On February 4, 1941, the operation was 
performed under brachial-plexus-block anesthesia. 
The right median nerve was exposed just above the 
right wrist. The median nerve presented the typi- 
cal picture which has been observed many times in 
cases of tardy ulnar palsy. Three centimeters from 
the transverse carpal ligament the median nerve 
measured 5 mm, across, whereas at the transverse 
carpal ligament it measured 1 cm., or twice as 
much. The transverse carpal ligament was divided, 
and then it was noted that the ligament had pro- 
duced a definite constriction across the nerve at the 
point of emergence of the branch of the median 
nerve going to the thenar muscles. The median 
nerve and all its branches were carefully dissected 
free and then a few longitudinal incisions were 
made in the sheath of the median trunk with a 
razor blade in order to release any further pres- 
sure on the nerve fibers. The wound was then 
closed in layers without drainage (fig. 1). 


The Syndrome 


In January of 1941, when I saw this pa- 
tient, I was not acquainted with the article 
on median thenar neuritis which had been 
published by my neurologic colleague, Dr. 
F. P. Moersch, in 1938"). He described the 
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Fig. 1. Compressed median nerve is decompressed 
by division of transverse carpal ligament. Insert: 
Type of skin incision employed. 


symptoms and signs of involvement of the 
muscles of the thenar eminence—the abduc- 
tor pollicis brevis, the opponens pollicis, 
and the flexor pollicis brevis muscles. He 


stated: 


As a rule the syndrome develops spontan- 
eously, although there may be a history of 
some injury, inflammatory process or pro- 
longed occupational trauma, producing what 
may be termed a tardy median thenar neuri- 
tis, in contradistinction to an acute median 
thenar neuritis which develops rapidly as the 
direct result of trauma to the median nerve 
in the hand, The explanation for the develop- 
ment of this specific form of median neuritis 
is probably on an anatomic basis. The median 
nerve as it passes under the anterior annular 
ligament of the radius gives off the thenar 
branch which is entirely motor in its func- 
tion. This branch which passes to the muscles 
affected in my case is capable of producing 
only a motor paralysis. It is likely that the 
thenar branch, as it emerges under the annu- 
lar ligament and then swings backward and 
outward to the muscles, is compressed either 
by direct trauma or by continued irritation. In 
some instances paresthesias and even sensory 
changes are to be observed in the affected area. 
These sensory disturbances probably are at- 
tributable to an involvement of the main trunk 
of the median nerve at the annular ligament 
or to injury of a sensory median twig which 
may be given off at that point. Median thenar 
neuritis may be either acute or tardy. It does 
not progress beyond the affected area. In 
cases in which the atrophy has been present 
for a considerable period of time, the possibility 
for return of function is remote. In the early 
stages of development of the atrophy relief 
may be obtained by removal of irritating fac- 
tors or by surgical measures, such as relieving 
pressure on the thenar branch of the median 
nerve by section of the anterior annular liga- 
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ment. It is important to recognize this syn- 
drome, as an incorrect diagnosis of progressive 
muscular atrophy, tumor of the cervical por- 
tion of the spinal cord, cervical rib, or neuri- 
tis of the brachial plexus and so forth often 
is made, indicating a much graver prognosis 
than the diagnosis of median thenar neuritis. 

Since treating this patient, the members 
of the neurologic, orthopedic, arthritic, and 
neurosurgical sections of the clinic have seen 
and treated a large number of patients for 
median neuritis of the hand. 

Involvement of the median nerve at the 
wrist is a common ailment, although it is 
not recognized as frequently as it should be. 
The lack of correct diagnosis is largely due 
to the fact that the condition is not well 
enough known and other syndromes which 
have been known longer and more widely 
often are considered as the diagnosis, A mis- 
taken diagnosis may result in the patient’s 
receiving a much more unfavorable progno- 
sis or being treated in a manner which is 
not likely to be of benefit or which carries 
greater risk to life and limb. 


Descriptive Terms 

Median neuritis, median thenar neuritis, 
tardy median palsy, and the carpal tunnel 
syndrome are one and the same disorder of 
varying intensity and etiology. The condi- 
tion is known as “median neuritis” when the 
trunk of the median nerve at or below the 
wrist is involved. The involvement may re- 
sult in both sensory and motor disturbances, 
although one of these functions may be more 
severely impaired than the other. The term 
“median thenar neuritis” is applied when 
the thenar muscles of the hand are involved 
and there is resultant weakness or atrophy 
of this part of the hand due to faulty inner- 
vation or atrophy of the opponens pollicis, 
abductor pollicis brevis, and flexor pollicis 
brevis muscles, which make up the thenar 
eminence. This disability is due to involve- 
ment of the motor branch of the median 
nerve which innervates these small muscles 
(figs. 2 and 3). 

The term “tardy median palsy’) was in- 
troduced in 1946 to designate a disturbance 
of the median nerve below the wrist in which 
there is a definite history of injury to the 
wrist or roentgenologic evidence of mala- 
lignment of bones at the wrist which could 
be expected to narrow the carpal tunnel with 
resultant encroachment on the domain of the 
median nerve. The term “carpal tunnel syn- 
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Fig. 2. Anatomy of the median nerve at the wrist 
and in the palm of the hand. The branch to the 
thenar muscles, which is often involved, is shown 
coming across the lower border of the transverse 
carpal ligament, where it is especially prone to in- 
jury. 


drome”’*) was later introduced as an all-in- 
clusive designation for affections of the me- 
dian nerve due to a supposed narrowing of 
the channel between the transverse carpal 
ligament and the carpal bones through 
which the flexor tendons and median nerve 
pass. 


Diagnosis 


The patient, usually a woman of middle 
age, seeks relief from painful paresthesias 
involving to varying degrees the thumb and 
first two or three fingers of one or both 
hands; or she may consult her physician be- 
cause of disability in the use of her thumb 
due to weakness of the thenar muscles. She 
finds, for instance, that she can no longer 
pick up pins, sew, or button her clothes with 
the involved hand. She may or may not have 
noticed the depression due to atrophy of the 
bellies of the thenar muscles where the well 
rounded thenar eminence used to be. One 
patient, a concert pianist, found that the 
painful paresthesias in the fingers of both 
her hands were so aggravated when playing 
the piano that she had to retire from the 
concert stage. A man with the condition may 
find it difficult to hold his pen for writing or 
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Fig. 3. Hands of a patient with bilateral median 
thenar neuritis. The atrophy of the small muscles 
of the thumbs is illustrated by the depressions in 
the thenar regions. 


his razor for shaving. He may have difficulty 
making change. Young women employed as 
secretaries may find it difficult to write 
shorthand and to operate a typewriter be- 
cause of the painful paresthesia or weakness 
of the thenar muscles or both. 

The syndrome of median neuritis, as 
stated by Cannon and me in 1946", “con- 
sists of any one or all of the following signs 
and symptoms: paresthesia, pain, atrophy, 
sensory impairment, and muscle weakness.” 
This syndrome must be differentiated from 
other conditions in which the hand or fingers 
or both are involved. 

Protrusions of cervical disks‘*’ may pro- 
duce paresthesia in the fingers, but these le- 
sions usually are associated with pain in the 
neck and limitation of motion of the cervical 
portion of the spinal column, and frequently 
with diminution or absence of the reflexes 
of the biceps or triceps muscle, depending 
on the nerve root which is involved. 

The scalenus anticus syndrome, with or 
without cervical rib‘*’, may cause even more 
confusion in a differential diagnosis. When 
the scalenus anticus muscle is at fault, vas- 
cular as well as neuritic symptoms may be 
expected and the nervous symptoms are 
likely to be rather diffuse in the involved 
upper extremity, although in rare cases they 
may be limited to the median distribution 
below the wrist. The pain usually is felt 
along the inner side of the arm, but may be 
felt over the distribution of the entire bra- 
chial plexus. Diminution or obliteration of 
the radial pulse on Adson’s maneuver usu- 
ally serves to differentiate the scalenus syn- 
drome from median neuritis. 
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Two conditions in particular should not 
be confused with median neuritis because of 
the serious prognosis which they carry. 
These are progressive muscular atrophy and 
amyotrophic lateral sclerosis. In progressive 
muscular atrophy the intrinsic muscles of 
the hands and the muscles of the shoulder 
girdle are involved. Progressive weakness 
develops, and fasciculations of the muscles 
are seen. Although wasting of the thenar 
muscles occurs, there is also wasting of the 
hypothenar eminence and of the interossei 
muscles, with resultant flattening of the 
hand. Eventually, wasting of the muscles 
becomes generalized, and the patient be- 
comes bedridden, and finally dies of his dis- 
ease. In amyotrophic lateral sclerosis (the 
disease that killed Lou Gehrig), the deep 
tendon reflexes are increased early in the 
presence of atrophy of muscles. This dis- 
ease usually starts in the arms rather than 
in the hands. Disturbance of sensation is 
rare in this disease. 


A careful, detailed neurologic examination 
is indicated in any case in which the diag- 
nosis of median neuritis is in doubt. When 
the diagnosis is difficult, it may be neces- 
sary to exhaust most of the procedures avail- 
able for differentiating lesions involving the 
nerve supply to the upper extremities. Roent- 
genograms of the cervical portion of the 
spinal column are useful, but hypertrophic 
changes and narrowing of intervertebral 
spaces in middle-aged persons, the group 
usually affected, are so common that ex- 
treme caution is necessary in interpreting 
the roentgenologic findings as etiologic fac- 
tors in the production of the patient’s symp- 
toms. The majority of the patients with me- 
dian neuritis whose cervical vertebrae were 
studied roentgenologically at the clinic were 
found to have varying degrees of. hyper- 
trophic changes with narrowing of one or 
more intervertebral spaces. One patient was 
shown to have symptomless cervical ribs. 

Roentgenologic examination of the wrist 
and hand may be valuable, particularly if a 
history of injury to the wrist, such as Col- 
les’ fracture or fracture or dislocation of a 
carpal bone, is reported or arthritis is sus- 
pected. In some cases the roentgenograms 
reveal the diagnostic changes of rheumatoid 
arthritis or hypertrophic osteoarthritis. 
Median neuritis is not too uncommon in as- 
sociation with rheumatoid arthritis and 
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tenosynovitis of the flexor tendons of the 
fingers. The sedimentation rate of erythro- 
cytes should be determined whenever arth- 
ritis or tenosynovitis is suspected. 


Treatment 


For early and mild tardy median neuritis 
an explanation of the phenomenon and reas- 
surance to the patient may be all that is 
required. A splint to hold the hand in the 
position of rest is often useful if only one 
hand is involved, or splints may be used at 
night even if both hands are involved, and 
particularly if the painful sensations are 
principally nocturnal, as they may be. Some 
patients complain of loss of sleep because of 
exacerbation of pain at night. Some have 
more pain on flexion, some on extension of 
the wrist; therefore, the position of rest is 
best for the splinting. Often a change of oc- 
cupation or the avoidance of those activities 
which aggravate the symptoms will give re- 
lief. In some cases in which rheumatoid 
arthritis or tenosynovitis is associated, in- 
jections of compound F into the wrist give 
relief. If arthritis is present, it should be 
treated. 


If the condition is far advanced when first 
seen and recognized or if it progresses in 
spite of conservative therapy, the median 
nerve should be decompressed by dividing 
the transverse carpal ligament. Usually neu- 
rolysis is performed at the same time. 


Surgical treatment 

I prefer to do these operations with the 
aid of local analgesia. The patient may be 
prepared with barbiturates by mouth or 
twilight sleep (morphine sulfate and scopo- 
lamine hydrobromide) given hypodermically 
45 minutes before the local infiltration is 
started. Brachial-plexus-block, general in- 
halation, or thiopental sodium anesthesia 
also may be used, but these methods of anes- 
thesia carry a certain minimal risk that is 
not present with local infiltration. 


A Z or § type of incision (fig. 1) is made 
at the wrist, and the tendon of the palmaris 
longus is identified. Immediately beneath 
this tendon the median nerve can be seen. 
While the median nerve and its branches 
are protected, the entire transverse carpal 
ligament is divided downward across its 
middle. If the surgeon keeps to the midline 
and stops when he has divided the distal 
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fibers of the ligament, he will not damage 
the median nerve nor the superficial palmar 
arch. 

The exposed median nerve should be care- 
fully inspected and if it shows signs of 
marked constriction or discoloration, neuro- 
lysis should be performed. This is effected 
by making with a razor blade two or three 
incisions in the epineurium parallel to the 
long axis of the nerve. This frees up the 
nerve fibers and facilitates recovery of 
nerve function. 

The superficial fascia and skin are then 
closed with interrupted sutures and a dress- 
ing is applied to the wound. A splint to hold 
the hand in the position of rest for a few 
days is useful in promoting healing and 
avoiding pain in the wound. 


When local analgesia is used, the patient 
is ambulatory the same day and out of the 
hospital as soon as he wishes. When both 
sides are operated on at the same time, it 
is better to keep the patient in the hospital 
for several days or until he can use his hands 
well enough to dress and undress himself 
and perform other necessary duties. 


Analysis of Cases Treated Surgically 
from 1946 through 1954 


Prior to January 1, 1946, Cannon and I 
had studied the records of 38 patients seen 
at the Mayo Clinic with involvement of the 
median nerve beneath the transverse carpal 
ligament. Of those 38 patients, nine were 
treated by decompression of the involved 
median nerve. Four of the nine had a de- 
formity of one type or another of the bones 
at the wrist. The condition of five of the 
nine was of the so-called spontaneous va- 
riety“. 

As our knowledge of this condition in- 
creased and our surgical results proved how 
much relief could be given to patients suf- 
fering from acroparesthesia and painful 
hands, and to those having impaired func- 
tion due to loss or impairment of sensation 
and muscle action, more patients were seen 
in neurosurgical consultation for considera- 
tion of decompression of the median nerve. 


In reviewing the records of this large 
group of cases, I found that in many in- 
stances the situation was discussed with the 
patient and advice was given regarding the 
avoidance of those things which tended to 


MEDIAN NEURITIS—LOVE 


467 


aggravate the symptoms; it was suggested 
that, if the condition progressed, decom- 
pression should be carried out. Some of 
these patients have gotten along satisfactor- 
ily ; others have had the nerve decompressed. 


Clinical data 


In analyzing the records of 57 patients 
who have had decompression of one or both 
median nerves by division of the transverse 
carpal ligament at the clinic between Jan- 
uary 1, 1946, and December 31, 1954, cer- 
tain facts of importance stand out. 


Forty-three of the patients were women, 
the oldest being 71 years of age at the time 
of operation and the youngest 27 years. The 
latter had injured the transverse carpal 
ligament some time previously with a piece 
of shattered glass. The youngest woman 
with spontaneous development of the syn- 
drome was 42 years old. The average age 
for the women was 55.5 years. 


Fourteen of the 57 patients were men. 
The oldest, 75 years old, gave no history of 
injury to the wrists before he underwent 
bilateral decompression and neurolysis of 
the median nerves for both motor and sen- 
sory loss in distribution below the trans- 
verse carpal ligament. The youngest man 
was 31 years of age. He also gave no his- 
tory of injury and had no evidence of arth- 
ritis. Roentgenograms of the cervical verte- 
brae were normal. He obtained an excellent 
result when the median nerve was decom- 
pressed by division of the transverse carpal 
ligament. The average age of the men in this 
group was 54.0 years. 


Of the 43 women in the group, 19 under- 
went bilateral decompression of the median 
nerves, whereas 5 of the 14 men underwent 
the bilateral procedure. Thus, less than 50 
per cent of the patients in each group had 
the involvement to such a degree that it was 
deemed advisable to decompress the nerve 
on each side. 


The records did not state whether 21 pa- 
tients were right-handed, left-handed, or 
ambidextrous. However, there were 11 right- 
handed individuals who had the right me- 
dian nerve decompressed, 17 who had both 
nerves decompressed, and 5 who had the 
left median nerve decompressed. One left- 
handed patient had his right nerve decom- 
pressed and one had both nerves decom- 
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Fig. 4. The extent of sensory loss in the two 
hands of the patient who had bilateral median neu- 
ritis. Loss was greater on the right than on the 
left. Grading of the degree of sensory loss is on 
the basis of -1 to -4 (-1 being minimal and -4 being 
complete sensory loss). Sensation of touch is rep- 
resented by Arabic numerals (given first), sensa- 
tion of pain by encircled Arabic numerals, and tem- 
perature sensation by Roman numerals. 


pressed. One ambidextrous individual had 
both transverse carpal ligaments divided to 
relieve the symptoms of median-nerve neu- 
ritis. 

A search of the records of these patients 
was made for mention of a specific injury 
to the wrist that might have been respon- 
sible for the median neuritis. Such a his- 
tory was obtained only four times among 
the men and five times among the women. 
The injury was usually a Colles fracture or 
injury to one of the carpal bones. Occupa- 
tions which might have been contributory to 
the development of the neuritis were “very 
busy” secretarial work, milking of cows by 
hand, and tailoring. 

The syndrome of median neuritis due to 
involvement of the nerve in the carpal tun- 
nel may be purely sensory, purely motor or a 
combination of the two. On examination of 
such patients it is sometimes difficult, if 
not impossible, to prove objectively the loss 
of sensation or muscle power; yet to the ex- 
perienced observer there may be no ques- 
tion concerning the exact diagnosis (fig. 4). 
In the 57 patients in this series, 40 presented 
both sensory and motor loss, whereas 8 had 
muscle weakness with or without atrophy of 
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the thenar eminence, and 6 had sensory loss 
only. Three patients failed to reveal objec- 
tive sensory or motor loss. 


Roentgen observations 


Although the hands of all patients in this 
series were not subjected to roentgeno- 
graphic examination, of those who were so 
examined 2 showed evidence of an old 
fracture of the carpal scaphoid, and 3 
showed evidence of old fracture of the wrist, 
usually a Colles fracture. Seventeen patients 
had hypertrophic changes or evidence of 
osteoarthritis of the hands. Obviously, those 
who were most likely to show roentgenologic 
changes were subjected to this examination. 
Probably others who were not so examined 
might have shown some changes in the 
bones of the wrist or hands or both. 

It is interesting that 43 of the 57 patients 
had roentgenographic examination of the 
cervical vertebrae, and 34 of these examina- 
tions revealed varying degrees of hyper- 
trophic changes with narrowing of verte- 
bral bodies or intervertebral spaces. One pa- 
tient had symptomless cervical ribs. The 
other eight roentgenographic examinations 
showed normal conditions. 

Lumbar puncture was carried out for di- 
agnosis on only 2 of the 57 patients in this 
series at the Mayo Clinic. The spinal fluid 
was normal, without any disturbance of hy- 
drodynamics as measured by the Quecken- 
stedt test. The myelogram, made with ethy! 
iodophenylundecylate (Pantopaque), on one 
of these 2 also showed nothing abnormal. 

Two of the patients had undergone bi- 
lateral anterior scalenotomy without suc- 
cess at the clinic before decompression of 
the median nerves at the wrist gave relief. 


Surgical procedures 

Operation on 21 of the 57 patients con- 
sisted of division of the transverse carpal 
ligament to relieve pressure on the constrict- 
ed median nerve in the carpal tunnel. On 29 
patients division of the ligament and neu- 
rolysis of the involved nerve were carried 
out. The neurolysis consisted of multiple 
longitudinal incisions in the epineurium to 
free the nerve fibers. In 7 cases, in addition 
to the decompression, the excess tissue was 
removed from the carpal tunnel. In 5 cases 
this consisted of the removal of inflamma- 
tory tissue about the tendon sheaths—that 
is, of the tenosynovitis. In one case a gang- 
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lion was excised, and in another a piece of 
bone was removed from the lower end of 
the radius to enlarge the channel for the con- 
stricted median nerve. 

Since there were 43 women and only 14 
men in this series, one must postulate some 
cause other than trauma as being respon- 
sible for the development of median neu- 
ritis in the hands. Even today, when women 
are doing many jobs formerly done princi- 
pally by men, the preponderance of women 
affected does not seem to be explainable on 
a traumatic basis. Since the condition is 
occasionally encountered during pregnancy 
and clears at the termination of pregnancy, 
and since it is occasionally encountered in 
acromegaly and one such patient whose case 
was reported by Woltman‘*) improved after 
radiation therapy of the pituitary gland, one 
wonders if an endocrine or metabolic factor 
may play a role in some of these cases. Like- 
wise, vascular changes must be considered, 
especially since acroparesthesia is common 
in thromboangiitis obliterans (Buerger’s 
disease). 


Results 

The majority of the patients in this series 
were improved by decompression of one or 
both median nerves at the carpal tunnel. 
Some obtained complete relief of symptoms 
and signs. An occasional patient not only 
failed to improve but had a progression of 
symptoms later, usually due to arthritis. 

Patients with marked loss of sensation or 
marked wasting of the thenar muscles usu- 
ally failed to improve. This fact is recog- 
nized, and the only hope held out to such pa- 
tients is that the progress of the disability 
may be halted. This is an important reason 
for advising operation in the presence of ob- 
jective neurologic deficit, and particularly 
when progression of the disease is noted on 
repeated observation. 

There was no surgical mortality. 

Summary and Conclusions 

Evidence based on the study and observa- 
tion of a large series of cases is sufficient to 
warrant the statement that the median 
nerve or its branches is often constricted in 
the carpal tunnel, with resultant disability 
due to pain or to loss of motor function, sen- 
sory function, or both. 

The condition occurs about three times as 
frequently in women as in men. 
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The diagnosis in most cases is easily es- 
tablished. The disability is limited to that 
part of the median nerve below the trans- 
verse carpal ligament. There may be a his- 
tory of injury, but in the majority of cases 
the syndrome develops insidiously and spon- 
taneously over a period of a few weeks to 
many years. It is important to differentiate 
this syndrome from others which carry a 
much graver prognosis. 

When the condition is well developed, sur- 
gical treatment is required for relief. This 
consists of division of the transverse carpal 
ligament, with or without neurolysis of the 
median nerve. When the median neuritis is 
associated with tenosynovitis, dissection of 
the flexor tendon sheaths with removal of 
the inflammatory tissue is often needed. 


The results of such treatment performed 
before irreparable damage occurs to the me- 
dian nerve are good. In far-advanced cases, 
halting the progress of the disability is all 
that can be hoped for. 
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Medical testimony: How many cases involving 
physicians as witnesses are tried in the courts of 
the United States every year no one can estimate. 
A few years ago Dr. Harry L. Kozol of Boston es- 
timated that in a single year over 2,100 cases in- 
volving tort were tried either before a judge or a 
jury in the Massachusetts courts, many of these be- 
ing automobile cases. It is his estimate that probably 
90 per cent of these required the participation of 
physicians as expert witnesses and that a substantial 
number of them involved psychiatrists. If we add to 
these other types of litigation such as those involv- 
ing commitment, wills, and criminal cases, the num- 
ber is certainly a large one.—Winfred Overholser, 
Medical Expert Testimony and Its Improvement, 
J. M. Soc. New Jersey: 51:134, 1954. 
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THE USE OF CHLORPROMAZINE 
IN OCULAR SURGERY 


BAXTER H. BYERLY, M.D. 
ROBERT G. MURRAY, M.D. 
FRANK C. WINTER, M.D. 
and 
M. M. VITOLS, M.D. 
CHAPEL HILL 


Chlorpromazine (“Thorazine’ — Smith, 
Kline and French) was first synthesized in 
France in 1951, and became available for 
general use in the United States in May, 
1954. The primary pharmacologic effect of 
the drug is a marked depressive action on 
the central nervous system. Secondarily, it 
also has a mild antispasmodic, antihista- 
minic, and adrenalytic activity. The action 
of Thorazine on the central nervous system 
has made it of extreme importance in psy- 
chiatry because of its remarkable effect on 
certain mental and emotional disturbances, 
and this effect, together with its marked an- 
ti-emetic property, accounts for its useful- 
ness in general medicine and surgery. Since 
its introduction numerous reports have ap- 
peared on the use of Thorazine in various 
fields of surgery, including abdominal, tho- 
racic and orpthopedic surgery, fenestra- 
tions, tonsillectomies, Cesarean sections, 
gynecologic surgery, and obstetrics"). This 
report deals with the use of Thorazine in 
ocular surgery. 


Observation of psychotic patients at the 
State Hospital at Butner, North Carolina, 
suggested that restoration of vision by suc- 
cessful cataract surgery might be of great 
benefit by restoring the patient’s contact 
with reality, promoting his independence 
and reducing the supervision and care re- 
quired of the staff. Until the advent of 
Thorazine such surgery was not practical, 
because the agitated and unmanageable state 
of many of the patients made a turbulent 
and probably disastrous postoperative 
course seem likely. We decided to investi- 
gate the efficacy of Thorazine in ocular sur- 
gery and, as a separate project to be re- 
ported elsewhere, study the effect of resto- 
ration of vision on the psychiatric state of 
these patients. Accordingly, cataract sur- 
gery was performed on 22 psychotic pa- 
tients, representing such varied conditions 


From the Division of Ophthalmology, Department of Sur 
gery, University of North Carolina School of Medicine, Chapel 
Hill, North Carolina, 
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as schizophrenia, involutional psychosis, af- 
fective psychosis, and the disturbed states. 
Thorazine was the only preoperative or post- 
operative medication used, and all opera- 
tions were done under local anesthesia. All 
the patients were white; 7 were female and 
15 male, and the average age was 75 years. 
For our purposes, the patients were classi- 
fied preoperatively as agitated and restless 
or non-agitated. At operation the patients 
were classified as good and cooperative or 
poor and restless. Postoperatively, they were 
listed as being quiet and cooperative or poor 
and agitated (see table 2). 


Technique and Dosage 

The drug was given intramuscularly to 
all 22 psychotic patients, using 2 dose levels. 
The 11 patients in the high dosage group 
were given an initial preoperative dose of 
25 mg. twice a day for two days, 50 mg. 
twice a day for four days, 100 mg. twice a 
day on the day of operation, and 50 mg. 
twice a day for one week postoperatively. 
The 11 patients in the low dosage group 
were given an initial preoperative dose of 
25 mg. daily for two days, 50 mg. on the 
morning of operation and 25 mg. daily for 
four days postoperatively. No other preop- 
erative or postoperative analgesia or seda- 
tion was used with the exception of one pa- 
tient (C. P. No. 3707) who was given 75 
mg. of Demrol at the time of operation. 

All 22 patients received intracapsular cat- 
aract extractions, using accepted standard 
techniques, the majority by limbal base 
flap, with three pre-placed 6-0 chromic gut 
sutures. Fornix base flaps, limbal and pos- 
terior sections, and post-placed sutures were 
also used. Delivery of the lens was with 
erysiplake, capsule forceps, or lens loop. 
All sutures used were chromic gut, making 
it unnecessary to remove sutures later. Local 
anesthesia consisted of 1 per cent Novocaine 
for akinesia by the Van Lint and O’Brien 
methods; retrobulbar block with 2 per cent 
novocaine adrenalin; and local 2 per cent 
pontocaine in all 22 patients. 


Results 

Of the 11 patients who were given high 
dosages of Thorazine, 7 were classified as 
being agitated prior to Thorazine adminis- 
tration. All 7 were quiet and cooperative 
during surgery, and remained so postopera- 
tively. Of the remaining 4 who were classi- 
fied as cooperative prior to surgery, 3 were 
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Table 1 
High Dosage Thorazine 


be 

BBS 3104 78 F W Schizophrenia Agitated 

SM 403 83 F W Manic Agitated 
Depressive 

BW 1182 80 F W Psychosis with Agitated 
cerebral arte- 
riosclerosis 

FMe 60 74 M W Dementia Agitated 
Precox 

LLT 322 86 F W Schizophrenia- Agitated 
paranoid 

RJH 4562 79 M W Senile Agitated 
dementia 

CR 2661 89 M W Senile psycho- Agitated 


sis, presbyo- 
phrenic 


MHJ 2229 85 F W Senile psycho- Non-agitated 


sis, paranoid 


paranoid 


MM 4593 56 M W Schizophrenia- Non-agitated 


paranoid 


4 


DM 42 83 M W Schizophrenia Non-agitated 
PHW 2165 44 M W Schizophrenia- Non-agitated 


bd 
> 
3a Complications 
os 


Good Good None 
Good Good None 


Good Good None 


Good Good None 


Good Good Died 3 months later of uremia and 
pneumonia 
Good Good Died 2 months later of toxemia 


and cachexia 


Good Good Died 2 months later of cardiac 
failure 


Poor Good Vitreous loss during operation; 

Died 3 months later of cardio- 

vascular accident. Jaundice de- 

veloped 10 days after Thora- 

zine was discontinued. 

Good Good None 

Good Good None. Marked improvement in 
psychiatric behavior 

Good Good None. Marked improvement in 
psychiatric behavior 


TOTAL 11. All did well at operation except one; all did well postoperatively; 4 deaths. 


quiet and cooperative during surgery and 
all 4 were quiet and cooperative postopera- 
tively. One patient who became restless and 
uncooperative during surgery, jerked his 
head and squeezed his eye, resulting in loss 
of vitreous (M. H. J., No. 2229, table 1). 
All 11 patients healed well, with good post- 
operative results. 

Of the 11 patients who were given low 
dosages of Thorazine, 7 were classified as 
being agitated prior to Thorazine adminis- 
tration, Three of these did well at the time 
of operation and postoperatively while on 
Thorazine. Two were uncooperative and agi- 
tated during operation and postoperatively. 
Of these 2, 1 had a loss of vitreous when he 
suddenly raised his head immediately fol- 
lowing the delivery of the lens before the 
sutures could be secured. The remaining 2 
behaved poorly at the operative table, but 
were quiet and cooperative postoperatively. 
Of the 4 patients classified as non-agitated 
preoperatively, 3 did well during the opera- 
tion and postoperatively; the fourth was 
poorly controlled at the operating table and 
difficult to manage postoperatively. All 11 


of these patients however, healed with good 
results with one exception (J. W., No. 353), 
who 4 days after Thorazine had been dis- 
continued, injured her eye under its shield, 
resulting in corneal abrasions and conjunc- 
tivitis which healed after further treatment 
(see table 2). 


Of the 22 patients, 16 behaved well and 6 
poorly at operation, with a loss of vitreous 
in 2 cases. Nineteen behaved well and 3 
poorly, postoperatively. No postoperative 
complications were encountered as long as 
Thorazine was given (table 3). 


Four of these patients have died during 
the past year, all of them two to three 
months postoperatively. The causes of death 
were pneumonia, cardiac failure, cachexia, 
and cerebral vascular accident. None of the 
deaths could be attributed to Thorazine on 
clinical grounds, but one of the patients 
developed jaundice 10 days after Thorazine 
was discontinued, and this condition per- 
sisted until death from cerebral vascular ac- 
cident. Permission for autopsy was refused 
in all 4 cases. 
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Table 2 
Low Dosage Thorazine 


reoperative 
reoperative 


Pre-operatiy~ 


Psychiatric 
Diagnosis 


H 


CAP 
JW 


P 
P 


Agitated 


Schizophrenia 
Agitated 


Dementia 
Praecox 


3707 
353 


Ss Race 


General para- Agitated 
lysis of 
insane 
General para- 
lysis of 
insane 
Senile Agitated 
psychosis 
Psychosis with Agitated 
cerebral arte- 
riosclerosis 
Involutional 
melancholia 
Dementia 
Praecox 
Schizophrenia 
Korsakoff’s 
psychosis 
Dementia 
Praecox 


RSB 666 


HAMcB 651 Agitated 


2528 
5188 


RET 
IRH 


516 Agitated 


1154 


65 
502 


DAC 


4 28 


FP 62 


Non-agitated 


Non-agitated 
Non-agitated 


Non-agitated 


Complications 


© postoperati 
Behavior. 


None 

4 days after Thorazine discon- 
tinued patient stuffed paper 
under shield resulting in cor- 
neal abrasions. 

None 


Poor 


Good None 


Good Good None 


Poor Peor None 


Good 
Good 


Good 
Good 


Poor 
Good 


Good 
Good 


Vitreus loss, otherwise none 
None 


None 
None 
None 


Poor Poor 


TOTAL 11. Five did poorly at operation; 3 did poorly after operation. 


Supplemental Experience 


Thorazine has also been administered to 
23 other surgical patients at North Caro- 
lina Memorial Hospital. The procedures 
have included cataracts, glaucoma, enuclea- 
tion, retinal detachment, scleral resection, 
and plastic repair. The patients have varied 
in age from 13 to 65 years, and include 
both sexes, as well as white and Negro pa- 
tients. In the majority of cases Thorazine 
was used in conjunction with routine seda- 
tion and analgesia normally employed in oc- 


Table 3 
Influence of Thorazine on Behavior 


Post- 
operative 
Behavior Behavior 


Agitated Good Poor Good Poor 
14 10 4 12 2 


Loss of vitre- 
ous in 1 case 


Behavior During 


Preopera- 
Operation 


tive 


Good Poor 
6 2 


Good 
7 


Poor 
1 


Loss of vitre- 
ous in 1 case 


ular surgery performed under local anes- 
thesia. The dosage has also been varied and 
has been given both orally and intramuscu- 
larly. We have found the oral route prefer- 
able to intramuscular administration except 
in nauseated or highly uncooperative pa- 
tients. 


While our experience with the psychotic 
patients indicated that rather large doses 
(100 to 200 mg. daily) were necessary to 
control the severely disturbed and agitated 
patients, we have found a much smaller 
amount effective in the usual cooperative 
and well-oriented individual. We now feel 
that under ordinary circumstances, oral 
doses of 25 mg. on the night before surgery 
and 25 mg. on the morning of surgery are 
ample to control anxiety and assure a tran- 
quil patient on the operative table. This 
amount also appears effective in the preven- 
tion of emesis, and seems to potentiate the 
action of the routine sedatives and analge- 
sics. In senile or debilitated patients and in 
those with liver diseases where detoxifica- 
tion of barbituates may be defective, we 
have found it possible to omit preoperative 


sedation with barbituates entirely. To help 
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Table 4 
Influence of Thorazine on Surgical Course 
Operative Postoperative 
Uncomplicated Complications Complications 
20 2 0 


prevent postoperative confusion in senile pa- 
tients, we have found a third oral dose of 
25 mg. six to eight hours after surgery to be 
helpful. 


Complications 

At the higher dose level used in our psy- 
chotic patients, I case of jaundice was seen 
after Thorazine was stopped. Other cases of 
Thorazine jaundice reported in the litera- 
ture have all occurred while the patients 
were being given the drug‘), and we have 
no way of knowing whether jaundice in this 
case was due to Thorazine or not. None of 
our high-dosage cases became hypotensive 
to a degree that would cause clinical con- 
cern. One of our supplemental patients who 
received 50 mg. preoperatively became hy- 
potensive postoperatively, but the blood pres- 
sure returned to normal in two hours with- 
out medication. We have not observed 
agranulocytosis or leukopenia or drug al- 
lergy. 


Summary and Conclusions 

1. The use of Thorazine in ocular surgery 
has been studied in 22 psychotic and 23 non- 
psychotic patients who have undergone 
major ocular surgery. 

2. Preoperatively Thorazine was found to 
calm and relax the patient, reduce anxiety 
and apprehension, and lessen the amount of 
sedation and analgesia required. 

8. During the operation the drug lessened 
the restlessness, controlled vomiting, and en- 
hanced anesthesia. 

4. Postoperatively, in conjunction with 
small doses of analgesics or sedatives, it re- 
lieved pain and controlled nausea, vomiting, 
hic-coughs and postoperative confusion. 

5. Used in small doses of 25 to 75 mg. 
daily for short periods of 24 to 48 hours, it 
was essentially free of toxicity and was a 
highly effective and desirable adjunct to 
ocular surgery. 
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THE COMMON-SENSE MANAGEMENT 
OF ATOPIC ECZEMA 


SHERWOOD W. BAREFOOT, M.D. 
GREENSBORO 


The successful treatment of atopic eczema 
(neurodermatitis disseminata) is always a 
difficult problem. Local dermatologic therapy 
is essentially symptomatic. Any rewarding 
therapeutic regimen in individuals suffer- 
ing from this affection, who are old enough 
to be subject to psychosomatic influences, 
must be directed towards personality and 
emotional adjustments. Certainly, here the 
practice of the art as well as the science of 
medicine finds its Utopia. 

Those best qualified to advise and guide 
profound and dynamic changes in an indi- 
vidual’s life are those known best and re- 
spected most by him. In this instance the 
family physician, with moral support from 
the dermatologist, most nearly qualifies. 
Recognition of these facts prompts the 
present discussion. 

Guy and his co-workers!) have described 
successful group psychotherapy for atopic 
eczema. In a large clinic this method would 
seem to be practical. It enables people with 
a common problem to take encouragement 
from the progress of another, to try to 
learn from him, and to endeavor to do as 
well or better than he. This method is prov- 
ing highly successful in therapy for alco- 
holics. Most of us, however, must consider 
and deal with our patients as individuals: 

O’Leary"? is not alone in his opinion that 
the psychogenic concept does not adequately 
explain the cause of atopy. No claim is be- 
ing made to the contrary, but it is certainly 
true that patients with atopic eczema have 
an abnormal skin which is unduly influenced 
by psychogenic factors. 


Patients with atopic eczema usually ex- 
hibit an abnormal vasoconstricting reaction 
in the skin. Eyster®) and Weber‘) and their 
colleagues have observed that these patients 
exhibit swifter cooling than do normal per- 
sons in cool environment and delayed warm- 


Read before the Section on Practice of Medicine, Medical 
Society of the State of North Carolina, Pinehurst, May 3, 1955. 
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Table 1 
Types and Characteristics of Atopic Personalities 


Hyperemotional Dependents 
. Physically hyperactive 
. Mentally alert 
. Friendly 
. Appreciative 
. Extrovert, except for apprehension 
about self 


. Unable to make decisions and stand 
by them. Easily discouraged 


. Flighty 
. Fastidious 
. Sleeps poorly 


ing in a warm environment, There is a hy- 
perreactive response of the blood pressure to 
the cold pressor test. Stroking the affected 
skin of a patient with atopic eczema with a 
tongue blade or fingernail, usually leaves 
a line of “white dermographism” which per- 
sists for several minutes, rather than the 
red line seen in normal skin. Thus various 
stimuli such as fear and apprehension, 
which produce vasoconstriction in normal 
persons, may produce an intensified re- 
sponse in a person with atopic dematitis and 
be significant in the etiology. 

Hill feels that atopic dermatitis is prob- 
ably the same disease in the infant, child, 
and adult despite morphologic variations 
due to aging. 

Probably all of us have seen infants with 
atopic dermatitis in whom egg white would 
cause the skin to flare-up. One seldom sees 
an atopic skin exacerbation produced by an 
enteral or parenteral allergen in a child 
past the age of 4 years, however, though a 
flare-up frequently follows emotional crises 
in older patients with the disease. 

robably about one-third of the infants 
with atopic dermatitis are permanently well 
by the age of 5 years. A patient past the age 
of 4 years with severe, persisting atopic 
dermatitis is rarely seen, unless the condi- 
tion has previously been neglected or inade- 
quately treated, or unless there has been a 
bad emotional environment. Possibly by the 
time this age is reached, allergens as such 
have become relatively impotent dermal 
trouble-makers; but in the two-thirds with 
persisting atopic eczema, the skin continues 
to react as before to influences mediated 
through neural components as expressions 
of emotional imbalance. 

Rothman and Walker'® feel that the role 
played by emotions is to lower the threshold 


Psychopathic Introverts 
. Gives impression of being lazy 
- Sluggish mentally 
. Hostile 
. Sarcastic and suspicious 


. Self centered 


. Stubborn and impatient in ideas 
and decisions 

- Reluctant to change ideas or 
decisions 


8. Careless and intemperate 


. Sleeps poorly 


for itching, which effect in turn leads to ex- 
cessive rubbing and scratching, and that the 
resultant trauma is responsible for many 
of the elements of the eruption. Cormia‘?? 
considers the basic disturbance to be psycho- 
somatic, with this condition creating a sus- 
ceptibility to allergic dermatoses. 


Personality Types 

Scientific evaluations of the personality 
and emotional factors in such patients may 
be found in writings such as those by Fiske 
and Obermeyer'*), McLaughlin and co-work- 
ers’), and Brandt‘). My feeling is that 
these patients fall into two categories, based 
on personal observation rather than exact 
psychiatric nomenclature. 


Hyperemotional dependents 

Patients in this category are extremely 
lovable persons. From the physician’s first 
contact with them, they tell him what a won- 
derful doctor he is. Should he be among the 
first to be consulted, he should not feel dis- 
couraged if they do not return. The physi- 
cian may be “the most wonderful doctor in 
the world’ when they leave his office; but 
the chances are, they won’t go far before 
meeting someone who knows of a “sure 
cure”; and because of their hyperemotional 
dependency, it isn’t difficult to persuade them 
to try it. If these patients can be taught some 
degree of self dependency and the physician 
can gain their confidence to the extent that 
they will not be moving from one doctor and 
one “cure’”’ to another, a great deal can be 
done to help them. 

In addition to being hyperemotional, they 
are apprehensive about themselves, hyper- 
active, friendly, easily discouraged, highly 
imaginative, fastidious, excitable, flighty 
and usually sleep poorly (table 1). 
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Hyperemotional Dependents 


To gain confidence in self and learn to maintain 
lower emotional level. (These patients can be 
taught). 


Psychopathic introverts 

While in the army, a friend told me of a 
simple method for detecting a psychopathic 
personality: “When a fellow makes you mad 
as hell when you are trying to talk to him 
in a sensible manner, write on his chart 
that he has a psychopathic personality.” I 
have found this system to be fairly accurate. 

I have found that these patients are 
usually somewhat depressed, explosive, sel- 
fish, suspicious, difficult to reason with, hos- 
tile, indifferent, sarcastic, and impatient. 
They anger easily, do not conceal displeas- 
ure, are difficult to impress, are intemperate 
in their habits, and sleep poorly. The possi- 
bility of helping them is almost hopeless, un- 
less their confidence can be gained and they 
can learn to accept some dependence and 
help in getting started on the road to im- 
provement. 

The prominent personality characteristics 
and differences in these two emotional types 
are given in table 1, and the treatment aims 
are summarized in table 2. 


Management 
Diet 

Most patients with atopic eczema are, 
from the outset, concerned about the foods 
which they may and may not eat. They are 
told that, with the exception of chocolate, 
they may eat any food which there is no 
reason to suspect. Clinical experience has 
shown that most atopic patients do not tol- 
erate chocolate well. 

If the patient is suspicious of a given food, 
he is asked to try the food from time to time 
after several days of abstinence. If no re- 
action occurs, he is usually convinced that 
a particular food does not aggravate his 
skin. 

I tell my patients that if cucumbers cause 
indigestion, they do not need a skin test to 
tell them that they shouldn’t eat cucumbers. 
Similarly, if a given food aggravates the 
skin, we can easily determine the fact by re- 
peated trial tests. 
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Psychopathic Introverts 
To create a desire to learn and redirect emo- 
tions into less violent channels. (Don’t waste 
effort trying to teach. Endeavor to develop de- 
pendency in a good counselor and then redirect 
emotions.) 


If the onset of eczema occurs when an in- 
fant is but a few weeks old, and at a time 
when the diet consists solely of cow’s milk 
and perhaps vitamins and orange juice, my 
routine practice is to substitute goat’s milk 
or a milk substitute and synthetic vitamins, 
including vitamin C, in aqueous solution 
rather than in natural oils. This regimen 
is discarded if some improvement is not 
seen within three weeks. I have never found 
skin tests to allergens in patients with atopic 
eczema to be helpful, and hence have dis- 
carded them. I agree with Peshkin''') that 
“often the offending food has to be deter- 
mined by test diets when the skin tests are 
negative.”” The same is true when the tests 
are positive. 


Local and Systemic Therapy 
Local and systemic medications are help- 
ful in indirectly accomplishing improvement 
in the emotional life of an individual with 
atopic eczema. Local and systemic medica- 
tions for atopic eczema are essentially the 
same for infants, children, and adults. 


Local therapy 

Locally the first efforts should be directed 
towards clearing up secondary infection. 
Wet compresses are frequently indicated. 
Usually almost any local antibiotic prepara- 
tion will be effective. Systemic preparations 
are preferably avoided because of the risk 
of subsequent sensitivity reactions. In se- 
vere cases, systemic antibiotic or chemother- 
apeutic drugs may be needed. 

The discontinuance of soap for bathing is 
advised. Soapless detergent cleansers, of 
which there are several available, are sub- 
stituted. A 50 per cent emulsion of irradi- 
ated colloidal crude coal tar* in the bath 
water may be used. The amount varies from 
1 teaspoonful to a baby’s bath water, to 2 
tablespoonfuls for a tub of water for an 
adult. It is recommended that the patient 
submerge his body in this solution for 45 
minutes before retiring. 


*Zetar Emulsion, Dermik Pharmacal Co., Inc. 
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Table 3 


Suggested Dosages of Chloral Hydrate—Elixir of Benadryl] Mixture 
For Various Age Groups 


(All doses are two teaspoonfuls) 


Age in years: 


Ratio of parts of 10% aqueous solution of chlo- 


Intervals: 


ral hydrate to parts of Elixir of Benadryl: 


(and all adults weigh- 
ing 120 lbs. and more) 


16 and over (persons weigh- 
ing 120 lbs. and more) 


For itching, any soothing lotion or cream 
of a low sensitizing index may be used as 
necessary. 


Steroids have a definite place in local ther- 
apy, although their efficacy has varied in 
different hands “1%14), Cortisone acetate 
applied locally is generally ineffective except 
for the eyes and possibly in the ano-genital, 
palpebral, libial, and perioral regions. Hy- 
drocortisone acetate, topically applied in 
strength of 1 per cent to not more than 14 
of the body surface for as long as eight 
months is apparently effective and free of 
the undesirable effects associated with the 
systemic administration of this group of 
hormones‘), Admittedly, if the hydrocorti- 
sone is discontinued as soon as the derma- 
titis appears to have subsided, the eruption 
may recur. The preparation actually controls 
rather than cwres the dermatosis. Since, how- 
ever control of atopic dermatitis for a suf- 
ficiently long period is about as close an ap- 
proximation of a cure as exists, there is no 
actual contraindication to its judicious use 
over relatively long periods with the fore- 
going recommendations in mind. Certainly, 
there are no other local medicaments which 
will cure, and probably none which will so 
consistently effect control. 


Systemic therapy 


Systemic steroid therapy has its place in 
the treatment of atopic dermatitis. Report- 
ing some of the first cases of this condition 
to be so treated, Kierland and others‘'® sug- 
gested that there is the “tendency to become 
dependent on the hormone; accordingly, it 
is suggested that the treatment be reserved 
for patients with intractable symptoms and 
that the courses of treatment be of short 
duration.” Immediately following this ar- 
ticle, in the same issue of the same journal, 
was a report on the untoward psychologic 


responses to steroid substances”). These 
precautions are still appropriate today. One 
should try to avoid systemic steroid therapy 
in patients inclined towards easy addiction 
and then use it only in severe cases long 
enough to “put out the fire.”” Subsequent con- 
trol can usually be maintained with local 
hydrocortisone therapy and other measures. 


Much has been said about the “tranquil- 
izing’ effects of reserpine''*) and chlorpro- 
mazine’’®) in the treatment of dermatoses 
thought to involve psychogenic factors. Cer- 
tainly such calming effects are desirable in 
atopic eczema. 

I have used these drugs fairly extensively, 
however, and feel that much better “tran- 
quilizing”’ effects have been obtained by mix- 
tures of chloral hydrate and elixir of di- 
phenhydramine hydrochloride (Benadryl). 
These two agents seem to be definitely syn- 
ergistic. The combination greatly minimizes 
pruritus, and affords a degree of “tranquil- 
ity” with a minimal amount of drowsiness 
as long as the patient is physically active. 

A dosage schedule based on experience 
with different age groups (assuming weight 
for age is within normal range) is suggested 
in table 3. Infants under 1 year of age may 
be given the 1:3 mixture, measured in 
drops, remembering that about 2 mg. of di- 
phenhydramine hydrochloride for each 
pound of body weight should be given daily, 
and that there are approximately 2 mg. in 
each cubic centimeter of the elixir. Some 
adults may require as much as 1 tablespoon- 
ful (15 cc.) every 6 hours in order to obtain 
the desired result. 


Emotional Orientation and Redirection 


From the outset we should emphasize to 
these patients that we are attempting to 
help them with adjustment of emotions, not 
treating them for “psychiatric disturb- 
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ances.” They should be told that their emo- 
tions are no more violent than their neigh- 
bors or friends, but that because their skins 
react violently to emotional stimuli, the 
“speed limit must be observed.” I frequently 
use such expressions as “living a day at a 
time” and “Rome wasn’t built in a day.” A 
thought-provoking axiom is: “If you have 
one eye on yesterday and the other on to- 
morrow, you certainly will be looking cock- 
eyed at today.” 

Efforts to influence the emotions of chil- 
dren vary with the age, mental development, 
and emotional level of the child. In dealing 
with young children, I try to influence the 
parental emotions directed towards the child 
with the hope that the efforts will be echoed 
in the emotional level of the child. Certainly, 
undue apprehension on the part of parents 
is reflected in the emotions of a child. 

After talking along these lines, the physi- 
cian may stroke with a blunt instrument the 
skin of the patient and then his own, com- 
paring the resultant white dermographism 
on the patient’s skin with the red streak on 
his own. He explains that the small blood 
vessels in the skin normally dilate to such 
stimulation, but that the patient’s react ab- 
normally by constricting. The patient is told 
that the capillaries in his skin react violently 
when they would normally be expected to 
constrict only slightly or even dilate. It is 
explained then that when this vasoconstrict- 
ing process is repeated numerous times 
daily; it interferes with the nutrition of the 
skin, which becomes unhealthy. 

I have found patients interested in these 
elementary explanations of skin physiology. 
I encourage them to ask questions and at- 
tempt to give simple answers. Our next ef- 
forts are directed towards enabling the pa- 
tient to develop self confidence, remember- 
ing that the psychopathic introvert must 
first learn to accept some dependency on the 
physician. If the latter aim can be accom- 
plished, the patient can be prevented from 
listening to everyone’s advice and running 
from pillar to post in search of a cure. 

We usually are successful in being able to 
teach these ideas to patients who are hyper- 
emotional dependents, but usually must con- 
tent ourselves with trying to help the psy- 
chopathic introvert learn them (table 2). 
The psychopathic introverts are almost 
hopeless unless the physician is moderately 
successful in making the patient feel some 
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actual dependency upon him. If decisions are 
made by the patient, the results are usually 
catastrophic. If he is willing to allow a cap- 
able person to supervise his thinking until 
the course has been charted, he may get a 
good start and eventually reach the envi- 
sioned destination. He may learn with en- 
couragement but cannot be taught. 


Illustrative Cases 


The following case history of a 55 year old 
widow with a hyperemotional dependent per- 
sonality shows what can be accomplished 
with such a patient. Perhaps this was done 
by chance, but sometimes it is through ef- 
fort. The case also illustrates the importance 
of the physician’s having the patient’s com- 
plete confidence. 


The patient’s husband had died suddenly with a 
“heart attack” two and one-half years previously. 
She felt that her two grown children had resented 
their father’s unexpected death and thought that 
she had not done all possible to save his life. At 
that time her eczema had become very severe after 
having been quiescent for many years. She had not 
been helped by two dermatologists near her home 
in Minnesota nor two in North Carolina. 

She came to see me while on a prolonged visit 
with a daughter in North Carolina. She disliked 
visiting the daughter and wanted to be alone at her 
home in Minnesota. 

She was under my continuous care for six months. 
In spite of two periods of hospitalization lasting 
several weeks, she did not improve. 

Finally, she told me that she felt certain that if 
she went to the Mayo Clinic, where she had been 
several times previously and which was near her 
home, she would get well. Until then the patient 
had been completely dependent upon others to make 
all her decisions for her. I thought that this de- 
cision indicated some evidence of self-confidence and 
encouraged her to go. 

At the Mayo Clinic, she was under the care of a 
physician who gained her complete confidence and 
apparently made exactly the right approach to her 
problem. He wrote me that he had “talked with 
her at length about the nature of neurodermatitis 
and its implications.” A letter from the patient to 
me, quoted in part below, described the results and 
possibly the importance of the “implications” which 
the doctor mentioned. 

“They used wet packs of aluminum subacetate so- 
lution for several days on my arms, legs, and neck 
which seemed to have started the healing; then 
calamine lotion and Ichthyol ointment, Benadryl 
capsules for itching, and chloral hydrate for sleep- 
ing. You had done all these things while I was in 
Greensboro, but they seemed to do the work this 
time. I was out in a week, all cleared up. Doctors 
were amazed at my quick recovery. However, there 
were several other patients with exactly the same 
thing who weren’t doing so well.” 

The conversion of this patient from an apathetic 
confused individual to one who actually and sin- 
cerely wanted to be helped was a satisfactory re- 
ward for all the efforts expended in her behalf. 
Then, she was fortunate enough to find a physician 
who was able to gain her complete confidence and to 
help her accomplish a complete dermato-emotional 
rehabilitation. 
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Another patient comes to mind who, 
though still having occasional mild episodes 
of atopic eczema after 10 years, I consider 
to be among the most satisfactorily emotion- 
ally readjusted persons that I have seen. 
Completely disabled 10 years ago, she now 
lives a normal life. The most striking change 
has been the development of self-confidence. 
Ten years ago she was unable to make a de- 
cision about anything. She knows now that 
her affliction is not something for “the doc- 
tor to cure’’—that she, too, is in the battle. 
When she speaks of her treatment she 
doesn’t say “the doctor” decided to do this, 
but “‘we” did or “we” are doing. 

Finally, every atopic patient, like the al- 
coholic, is never cured but merely controlled. 
In the same sense that he must have an un- 
derstanding of his problem, he must have 
hope. It is paramount that the physician 
always keep these thoughts uppermost when 
dealing with atopic patients. 


Summary and Conclusions 


1. Patients with atopic eczema usually ex- 
hibit demonstrable abnormal vasoconstrict- 
ing reactions in the skin. 

2. Two personality types in patients with 
atopic eczema have been observed. One has 
been classified as the hyperemotional de- 
pendent and the other as the psychopathic 
introvert. 

3. Local and systemic medications, in- 
cluding steroids, are adjuncts to the emo- 
tional redirection of patients with atopic 
eczema. 

4. Skin tests to various allergens have not 
been helpful in my experience. 

5. Mixtures of chloral hydrate and Elixir 
of Benadryl, in proportions varying with 
the age of the patient, are helpful in allay- 
ing pruritus and “tranquilizing” the patient 
during efforts toward emotional redirection. 

6. The hyperemotional dependent needs to 
be taught self-confidence and assurance. 

7. Helping the psychopathic introvert to 
see the need for some degree of emotional 
dependency is the first step towards his emo- 
tional rehabilitation. Efforts should be made 
towards encouraging these patients to learn 
rather than trying to teach them. 

8. The physician who gains the confidence 
of these patients should assume the obliga- 
tion of helping them understand the nature 
of their disease and of assisting in the de- 
velopment of an appropriate emotional per- 
sonality. 
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Effect of Topically 
Invest. 


“Does It Work?” 


. .. When we consider a line of treatment we 
start with the question “Should it work?” and fin- 
ish with the question “Does it work?” Too many 
treatments are still advocated merely because there 
is a theoretical reason why they should work and 
without a practical controlled test being done to 
see whether they do work. For instance, because 
creatine: excretion is increased in muscular dystro- 
phy and glycine by mouth increases the supply of 
creatine to the body, the administration of glycine 
to sufferers from muscular dystrophy was advo- 
cated for a good many years without any convincing 
evidence that it was effective—Asher, R.: Straight 
and Crooked Thinking in Medicine, Brit. M.J. 2:460 
(Aug.) 1954. 


Are we not prone to accept a drug as effective in 
treatment because it ought to work rather than be- 
cause it does work? Undoubtedly we are. Is there 
not a tendency to be convinced that because a drug 
reduces gastric acidity it does heal gastric ulcers, 
that because a drug increases cardiac output it 
benefits cases of heart failure, or that because a 
drug kills micro-organisms in a Petri dish it will 
kill them just as well in a living patient? The theor- 
etical and laboratory tests for the effects of treat- 
ment are an essential part of clinical research and 
are responsible for many brilliant advances in thera- 
peutics, and doctors must be on guard against being 
converted too readily to a line of treatment by 
theoretical arguments until these are supported by 
practical clinical tests——Asher, R.: Straight and 
Crooked Thinking in Medicine, Brit. M.J. 2:460 
(Aug.) 1954, 
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DIVISION OF HEALTH AFFAIRS 


Report of the Administrator, 
University of North Carolina 
1954-1955 


HENRY T. CLARK, JR., M.D. 
CHAPEL HILL 


When 16 members of the first graduating 
class of the School of Nursing were given 
their diplomas by Chancellor R. B. House 
on June 6, 1955, the occasion marked the 
completion of one full cycle of all the basic 
teaching programs of the Division of Health 
Affairs at the University of North Carolina. 

At the same commencement, 59 medical 
students were awarded M.D. degrees in the 
second graduation exercises of the new four- 
year School of Medicine; 39 dental students 
were given D.D.S. degrees in the second 
graduating class of the new School of Den- 
tistry; 58 students were graduated with 
M.P.H. or other appropriate degrees or cer- 
tificates from the School of Public Health; 
and 41 students were awarded B.S. in Phar- 
macy degrees by the School of Pharmacy. 
Furthermore, 11 certificates were awarded 
in Dental Hygiene to members of the first 
graduating class in that program. 

The year 1954-1955 witnessed substantial 
growth and maturing of the six-year old 
Division of Health Affairs. During this six- 
year period, a $14,000,000 capital expansion 
program has been carried out. New faculties 
have been assembled, new curricula planned, 
and new teaching programs launched in clin- 
ical medicine, dentistry, and nursing. Exist- 
ing programs in the field of public health 
and pharmacy have been expanded and 
strengthened. Large-scale research pro- 
grams have been started throughout the Di- 
vision. And major service programs, lo- 
cated primarily in the North Carolina Me- 
morial Hospital (including the Psychiatric 
Center) and in the School of Dentistry clin- 
ics, have been activated. The following is a 
brief picture of recent and current activity 
in the Division of Health Affairs. 


North Carolina Memorial Hospital 

At year end 1954-1955, the North Caro- 
lina Memorial Hospital, the general teach- 
ing hospital of the Health Center, had 273 
of its capacity of 408 beds in use. Located 
in a town and a county which did not have 
a community hospital prior to its opening 
on September 2, 1952, the North Carolina 
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Memorial Hospital has steadily increased 
its services during its relatively short period 
of active operations. During 1954-1955, its 
average daily bed census was 182 (exclud- 
ing newborn) and its average monthly out- 
patient visit rate was 4,340. 

Though serving in part as a community 
hospital for Chapel Hill and Orange County, 
during a recent typical month the hospital 
had bed patients from 70 of the 100 North 
Carolina counties. It is worthy of note that 
71 per cent of bed days of care during 1954- 
1955 were rendered to staff or “ward” pa- 
tients who could pay only a part of their 
costs, and in many instances little or noth- 
ing. A substantial state appropriation is 
necessary ($942,000 during 1954-1955) to 
cover the gap between collections from pa- 
tients and the costs of services rendered. 

It is, furthermore, the feeling of a large 
segment of the clinical staff who have come 
to North Carolina from many other medical 
centers that, on the average, the patients en- 
tering the North Carolina Memorial Hos- 
pital are more complex and generally 
“sicker” than those with whom they had ex- 
perience in their former locations, This 
makes for a higher than average operating 
cost, but at the same time it dramatizes the 
service which Memorial Hospital is render- 
ing to the people of North Carolina and to 
the physicians and community hospitals 
from which the patients are referred. The 
teaching staffs report that, except in a few 
very specialized areas, the present number 
and variety of patients provide satisfactory 
clinical material for current teaching pro- 
grams. 


The Psychiatric Center 

An event of major significance occurred 
on January 11, 1955, with the opening of 
the Psychiatric Center of the North Caro- 
lina Memorial Hospital. Constructed with 
approximately $1,000,000 in state funds, 
which were appropriated originally to the 
North Carolina Hospitals Board of Control 
but transferred by that Board to the Uni- 
versity, the Psychiatric Center contains 72 
beds, appropriate facilities for outpatients 
and some undeveloped space which is 
planned for research activity. At the time 
of its opening, 36 beds were made available, 
half in an “open” and half in a “closed” 
ward. These facilities have been used to ca- 
pacity, and there has been a waiting list 
of patients seeking admission since the 
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opening day. In addition, there have been 
934 visits to the psychiatric outpatient clinic 
per month since the center was activated. 
Further bed activation is planned for the 
early fall of 1955. Of the bed days of care 
rendered to date, some 59 per cent have been 
rendered to staff or “ward” patients. 

The Psychiatric Center is physically a 
wing of the North Carolina Memorial Hos- 
pital, and administratively it is operated as 
one unit of the total hospital facility. It 
does, however, have a separate budget and 
a separate state appropriation. 

It should be noted that a warm, effective 
working relationship exists between leaders 
of the Department of Psychiatry and re- 
lated University fields, on the one hand, and 
leaders in the mental hospitals of the State, 
on the other. Appropriate committees have 
been at work planning joint residency pro- 
grams and joint research activity. It would 
appear that the dreams of North Carolina 
mental hospital leaders of a few years ago 
—for home-grown psychiatrists, psychiatric 
nurses, psychiatric social workers, and clin- 
ical psychologists—to fill key positions in 
the mental hospital system of the state will 
soon become a reality through growing Uni- 
versity of North Carolina programs in these 
areas. 


Gravely Sanatorium 

In a parallel field, the Gravely Sanatorium 
completed its first full year of operation 
in 1954-1955. Located in the Health Af- 
fairs complex and, in fact, connected to the 
North Carolina Memorial Hospital by tun- 
nel, this 99-bed sanatorium is administra- 
tively a part of the North Carolina Sana- 
torium system, but, in keeping with joint 
University-Sanatorium agreements, the pro- 
fessional care to patients is provided pri- 
marily by members of the School of Medi- 
cine faculty. The resources of the Gravely 
Sanatorium are available for the teaching 
of medical, nursing and other Health Affairs 
students, and there is a close integration of 
research programs. The beds of the sana- 
torium have been used essentially to capa- 
city since the early days after it was opened. 


The School of Medicine 
For the School of Medicine, 1954-1955 
represented the second year in which in- 
-trvction for four classes of students has 
been provided. During this year the faculty 
continued to grow, with most of the posi- 
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tions provided in the budget being filled. 
Altogether, 20 new full-time appointments 
were made. Faculty additions in pediatrics 
and psychiatry were perhaps the most im- 
portant, since these departments were seri- 
ously understaffed during early months of 
clinical operation. 

Furthermore, there was a growing sense 
of stabilization of all activities—particu- 
larly in the organization of teaching, re- 
search, and patient-care programs—among 
undergraduate students, house staff and fac- 
ulty. In addition, there was commendable 
progress in research activities and in the 
continuation education program. 

The medical student body numbered 241 
during 1954-1955, with a new high of 66 
students being admitted as freshmen in Sep- 
tember, 1954. The medical faculty likewise 
were responsible for the instruction and clin- 
ical supervision of 90 interns, residents, fel- 
lows, and trainees during this year. Also, 
some 1,200 students from the other units of 
Health Affairs and the University at large 
received a part of their instruction from 
this faculty. 

In the field of research, the investigations 
under way and the publications resulting 
from previous activities in this field were 
commendable in scope, quality, and number. 
In addition, significant teaching grants were 
in effect, among the most important of which 
were awards from the Commonwealth Fund 
to support the General Clinic, from the Na- 
tional Foundation for Infantile Paralysis 
for a special teaching and demonstration 
program in rehabilitation, and from the 
U. S. Public Health Service and the Na- 
tional Institutes of Health to support special 
teaching programs in cancer, cardiology, 
neurology, and psychiatry. Altogether, spe- 
cial grants for teaching programs during 
1954-1955 totaled $236,000, grants for re- 
search projects totaled $340,000, and other 
grants for scholarships and related pur- 
poses totaled $38,000. 

Regarding the most pressing needs of the 
School of Medicine, additional staff is essen- 
tial if expanding teaching and patient care 
programs are to be maintained at the pres- 
ent high level of quality and if the research 
potential in the faculty is to be fully de- 
veloped. Furthermore, there are urgent 
needs for research laboratories and office 
space for staff, facilities for rehabilitation 
services, facilities for private ambulatory 
patients, overnight housing for ambulatory 
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Fig. 1. Here is shown the physical layout of the Division of Health Affairs as it appeared in September, 1955. The main features are: (1) two 
women dormitories for student nurses; (2) a dormitory for the intern and resident staff; (3) the main office and classroom building of the School of Nurs- 
ing; (4) The Psychiatric Center; (5) the Gravely Sanatorium; (6) the main unit of the North Carolina Memorial Hospital; (7) the UNC student infirmary 
topped by two obstetric wards; (8) the main outpatient department and cancer research facilities; (9) the main School of Medicine and Public Health 
building; (10) the School of Dentistry; (11) the Chapel Hill-Pittsboro Highway; (12) one wing of a future School of Public Health building, and (13) 


the location of the future School of Pharmacy building. 
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patients and their families, and dormitory 
space for students. And, in addition, funds 
are required to develop further extension 
programs for practicing physicians and to 
provide more scholarships and fellowships 
for students and young physicians. 


The School of Nursing 

The School of Nursing has as its basic 
program a four-year course of study lead- 
ing to the B.S. in Nursing degree. Students 
enter as freshmen at the September opening 
of the University and, with the addition of 
two full summer terms, are graduated 
with their regular college class four years 
later. Though the first graduating class in 
June, 1955, contained only 16 students, fu- 
ture graduating classes will be much larger. 
Sixty-four freshmen and six students with 
advanced standing were admitted in Septem- 
ber, 1954, and a freshman class of 65 for 
September, 1955, was filled by May. During 
1955-1956 the student body will number ap- 
proximately 185, and existing physical facil- 
ities for the School of Nursing will be almost 
completely in use. Of major importance in 
producing this increase in student enroll- 
ment has been scholarship assistance pro- 
vided in large part through the work of the 
Nursing Committee of the Medical Founda- 
tion of North Carolina. 

Plans were completed during 1954-1955 
for the inauguration in September, 1955, of 
a new curriculum leading to the degree of 
Master of Science in Nursing. The first grad- 
uate program will concentrate on nursing 
service administration, but it is expected 
that advanced training in psychiatric nurs- 
ing will be started in September, 1956. This 
program of advanced training is being sup- 
ported in large part by a five-year grant 
from the Kellogg Foundation, with special 
scholarship money being available through 
a grant from the Commonwealth Fund. 

A four-year research study of how best to 
incorporate needed aspects of the social and 
psychiatric sciences in the undergraduate 
curriculum was launched during 1954-1955, 
and has required considerable faculty atten- 
tion. This project is supported by a grant 
from the U. S. Public Health Service. 


The School of Public Health 


The School of Public Health is made up 
of 12 departments. Eight of these are, in a 
sense, “schools” within themselves, having 
students specializing in their particular dis- 
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ciplines of public health. These special de- 
partments are: Public Health Administra- 
tion, Biostatistics, Health Education, Ma- 
ternal and Child Health, Public Health 
Nursing, Nutrition, Parasitology, and Sani- 
tary Engineering. Students in these depart- 
ments, of course, take other Public Health 
“core” subjects. Departments which did not 
have student majors during 1954-1955 were 
Epidemiology, Mental Health, Field Train- 
ing, and Experimental Medicine. 

The School of Public Health is a regional 
and, to a considerable degree, an interna- 
tional school, drawing its students from 
many states and countries, though the larg- 
est single group is from North Carolina. 
This is in the tradition of its origin as a 
facility which was largely activated by fed- 
eral funds to train public servants. It is 
worthy of note in this connection that of its 
total operating budget of $678,000 for 1954- 
1955 (covering teaching, research, and spe- 
cial project activity), $422,000 came from 
special grants and other sources apart from 
state budgets. 

During 1954-1955, there were 92 full- 
time students enrolled in the school, a drop 
of about 20 per cent from the previous year 
(due probably to reductions in training bud- 
gets at the state levels caused by reduced 
federal grants). In addition, several hun- 
dred students were given short courses or 
other instructions in the school. Present in- 
dications are that enrollment will rise dur- 
ing 1955-1956. 

Apart from regular teaching, the activi- 
ties of the School of Public Health faculty 
continued to be many and varied in the fields 
of research, field consultation, and special 
service. Of particular interest in the last 
area, studies of health conditions in Peru 
during 1954 resulted in a three-year con- 
tract with the Foreign Office Administra- 
tion and the National School of Engineering 
in Lima, Peru, for the teaching of sanitary 
engineering in that program. Work is now 
in progress in this connection. 

A continuing urgent need in the School 
of Public Health is for an adequate build- 
ing to house its present scattered depart- 
ments, There is a parallel need by the School 
of Medicine to take over the space which 
would be released on the ground floor of the 
Medicine and Public Health Building. 


The School of Dentistry 
The School of Dentistry continued to ex- 
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pand its activities during 1954-1955, with 
the completion in September, 1954, of grad- 
uate and postgraduate facilities on the third 
floor of the clinic building, the inauguration 
of new graduate programs in oral surgery 
and pedodontics, the rounding out of the 
dental hygiene program, and the rapid ex- 
pansion of the dental assistants correspon- 
dence course, with 125 enrollees, in the 
spring of 1955. The residence enroljlment 
during 1954-1955 totaled 181 regular den- 
tal students, 5 graduate students in the 
fields cited, and 31 dental hygienists. 

During the summer of 1954 the Council 
on Dental Education gave full approval to 
the basic program of instruction, and in 
June, 1955, this approval was extended to 
cover the dental hygiene program. In March, 
1955, the School of Dentistry was formally 
accepted as a member of the American As- 
sociation of Dental Schools. 


Service to patients in the dental clinics 
continued heavy during 1954-1955, and clin- 
ical material was more than adequate for 
the educational programs. Some 24,518 
visits were made by patients to the teaching 
clinics during the year. In addition, private 
patients made 5,471 visits to the intramural 
(private) clinic. In each case, the figures 
were slightly higher than the previous year. 


This school needs additional staff and fi- 
nancial support to extend graduate instruc- 
tion to other specialties, to initiate more re- 
fresher and short-course activities for prac- 
ticing dentists, to instruct regular students 
in the most effective use of dental assistants, 
and to allow the staff more time for research 
activity. Some of the necessary money may 
be obtained from special gifts or grants or 
from the Dental Foundation of North Caro- 
lina, which is an important ally of the 
School, but much of it must ultimately come 
from an enlarged state appropriation. 


The School of Pharmacy 


Enrollment in the School of Pharmacy 
continued at maximum capacity during 
1954-1955, with 214 undergraduate and 16 
graduate students in residence. In addition 
to the 41 degrees of Bachelor of Science 
in Pharmacy, 4 degrees of Doctor of Philos- 
ophy were granted at the June, 1955, com- 
mencement. Some 21 undergraduate scholar- 
ships and several graduate fellowships, con- 
tributed by interested individuals, by sev- 
eral pharmaceutical manufacturing firms, 
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and by the North Carolina Pharmaceutical 
Research Foundation, added materially to 
the over-all program. 

At the time of its periodic re-examination 
in November, 1954, the American Council 
on Pharmaceutical Education continued the 
Class A rating of the school. 

The need for a new School of Pharmacy 
building to train more pharmacists for serv- 
ice in North Carolina continues to be a 
pressing one, and it was a source of keen 
disappointment to all concerned that the 
1955 General Assembly could not act favor- 
ably on this, the top University request in 
the capital improvements area. 

At year-end, the pharmacy faculty and 
the University administration were study- 
ing ways of enlarging the teaching program 
in pharmacy on a temporary and emergency 
basis. In addition, plans were being con- 
sidered for an extension program for the 
practicing pharmacists of the state. Finally, 
some tentative plans were being formulated 
to transform the total program of study 
for pharmacy students from four to five 
years, beginning with students entering in 
1960, to conform with a 1955 ruling adopted 
by the American Association of Colleges of 
Pharmacy. 


The Library 


The Division Library has its main facility 
in the centrally located outpatient section 
of the North Carolina Memorial Hospital. 
There are, in addition, two branch libraries 
in the Schools of Nursing and Pharmacy 
and numerous small departmental collec- 
tions. 

As an entity, this library is less than three 
years old. Accordingly, a major activity dur- 
ing 1954-1955 related to organizing and in- 
creasing the library collections, filling in 
back periodical files, and assimilating the 
large amount of gift material that has been 
accumulated by the School of Medicine li- 
brary committee during recent years. 

At year-end 1954-1955, the Division Li- 
brary collections totaled more than 13,000 
books, more than 31,000 periodicals, and 
more than 5,000 pamphlets, with a consider- 
able amount of material as yet unbound and 
unclassified. General circulation exceeded 
16,000 in the Division of Health Affairs, 
and specialized services were available to 
health practitioners and hospitals through- 
out North Carolina. 
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By the end of 1954-1955, too, almost all 
available space in the library area was be- 
ing used to the maximum and a major need 
for additional facilities had developed. 


Division Maintenance 
Special credit is due the Division Main- 
tenance force for its work during 1954-1955 
in completing necessary parking facilities 
and particularly in landscaping the grounds 
in the whole Health Affairs area. Though 
the main building program in the health 
complex was not completed until December, 
1954, planting of the grounds was essen- 
tially finished during the spring of 1955, 
and the physical appearance of the Division 
of Health Affairs has already assumed much 
of the warmth and charm which is gener- 

ally associated with Chapel Hill. 


Administration 

The function of the Division Administra- 
tion is to seek necessary finances for Health 
Affairs programs, to assist in correlating 
programs with related interests within the 
Division and between Division units and re- 
lated outside agencies, to help resolve dif- 
ferent points of view within the Division, 
to be concerned with broad public relations 
aspects of Division programs, to expedite 
routine administrative processes, to assist 
in planning new programs, and to work to- 
ward the most effective integration of the 
Division of Health Affairs into the life of 
the people of North Carolina. All of these 
functions were attempted during 1954-1955. 
There is a serious need for staff assistance 
to the Division Administrator, in order to 
make possible effective administration in all 
key areas. 

Two programs attached to the Office of the 
Administrator are worthy of special note. 
The first is the Program Planning Section, 
a research department financed by a grant 
from the Rockefeller Foundation and estab- 
lished to help the University of North Caro- 
lina develop the most effective relationship 
between its Health Center and the state as 
a whole. As a part of its work, a two-year 
study of the general practice of medicine 
in North Carolina was completed during 
1954-1955, and the important findings of 
this study should soon be published. In ad- 
dition, the Social Science Section, a depart- 
ment established by a grant from the Russell 
Sage Foundation and designed to serve as 
a bridge between the social and health sci- 
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ences on the University of North Carolina 
campus, has been very active. This depart- 
ment has important teaching as well as con- 
sultative and supervisory research functions 
in Health Affairs. 


Summary and Conclusions 

The Division of Health Affairs rapidly ap- 
proached full operating status during 1954- 
1955. During that year more than 1,000 full- 
time students were given instruction in the 
several unit programs, and many hundreds 
of other students and health practitioners 
were given instruction in short courses, 
“institutes,” and extension programs. More 
than 200 full-time faculty members of in- 
structor rank or above, a similar number 
of part-time faculty members, and an addi- 
tional 1,000 members of the service and aux- 
iliary staffs were at work in the Division— 
teaching the students, caring for patients in 
the Hospital, and the Dental Clinics, and en- 
gaged in research activities. 

During 1954-1955, the operating budget 
of the Division of Health Affairs exceeded 


$6,000,000. Of this amount, about $2,500,000 


was required by the North Carolina Me- 
morial Hospital and the Psychiatric Center, 
$1,000,000 by the teaching programs of the 
School of Medicine, $1,000,000 by other 
teaching units, $250,000 by plant operation, 
library and administrative services, and 
$1,250,000 (exclusively from gifts and 
grants) by the research programs and spe- 
cial training and service projects. Of the 
over-all $6,000,000 budget, 40 per cent was 
derived from state appropriations, 40 per 
cent from receipts from hospital and dental 
patients and from tuition and fees from stu- 
dents, and 20 per cent from gifts and grants 
from philanthropic foundations, agencies 
and individuals. 

As might be expected, no program of the 
size and complexity of the one under dis- 
cussion could have been carried on without 
headaches and heartaches. Although there 
have been many of these, it appears the Di- 
vision of Health Affairs is well along toward 
developing a program of which the Univer- 
sity and the people of North Carolina can 
be proud. 

The major problems of 1954-1955 have 
centered in: (a) certain conceptual dis- 
agreements about administrative organiza- 
tion and functioning; (b) the resolution of 
technical points relating to the supplemen- 
tary compensation of the clinical faculty of 
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the School of Medicine and to the improve- 
ment of the administrative functioning of 
the private practice program; and (c) the 
slow rate of growth of the Hospital census 
and the high percentage of part-pay pa- 
tients, which, taken together, have produced 
serious problems of Hospital finance. 


The major needs include: (a) additional 
faculty to serve the growing teaching and 
patient care programs and allow the present 
faculty more time for research; (b) new 
buildings for the Schools of Pharmacy and 
Public Health, new office space and research 
facilities for the School of Medicine, new of- 
fice and classroom space for Nursing, and 
new dormitory space for Health Affairs stu- 
dents; and (c) full-time assistance to the 
Division Administrator in the fields of pub- 
lic information and daily routine operations. 


Some of the major opportunities of the 
Division of Health Affairs are: (a) the 
planning and initiation of further activities 
which will carry the benefits of the Univer- 
sity health program to all parts of North 
Carolina; (b) fuller use of Station WUNC- 
TV as an educational and public relations 
medium, following up an excellent program 
series begun in January, 1955; and (c) the 
promotion of the Medical, Dental, and 
Pharmaceutical Foundations in their work 
to serve the growing programs of the Di- 
vision of Health Affairs. 


The Function of the Consultant 

When the correct diagnosis has been made, pa- 
tients suffering from various forms of heart fail- 
ure appear to be treated quire intelligently by the 
average practitioner in this country at the present 
time. This was not true a few decades ago. At that 
earlier period it was a common experience for a 
consultant to see a critically sick patient and re- 
store him promptly to good health. Digitalis and 
diuretics were not being properly employed. Massive 
hydrothorax was overlooked. Many errors in diag- 
nosis were being made. There was a large gap 
between the knowledge of the expert and that of 
the family physician. The situation has entirely 
changed, The function of the consultant nowadays 
often consists in supporting the hand of the attend- 
ing physician and comforting the family with the 
knowledge that everything helpful is being done. 
Only infrequently—and then for the most part 
when the diagnosis of wrong—does the consultant 
aid materially in the care of cardiacs.—Levine, S.A.: 
Pitfalls in the Care of Cardiacs, Ann, Int, Med. 
42; 1270 (June) 1955. 
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SINUSITIS IN CHILDREN 
JOHN S. GORDON, M.D. 
CHARLOTTE 

Appreciation of the importance of infec- 
tion in the nasal accessory sinuses of chil- 
dren has increased in recent years commen- 
surate with the development of chemothera- 
peutic and microbiotic agents which make 
the control of infection in these areas effici- 
ent and reasonable. The purpose of this dis- 
cussion is to emphasize some of the new ap- 
proaches to the problem of infection in the 
sinus system of children. In order to ac- 
complish this aim effectively, it is desirable 
to review briefly the anatomy and physiol- 
ogy involved. 


Anatomy and Physiology 


Embryologically, the sinuses represent 
out-pouchings of the olfactory bulb of the 
embryo. Anatomically, in children the eth- 
moid cells are present to a considerable de- 
gree, and the maxillary sinuses are also 
present though very small in size until ap- 
proximately 6 years of age. The sphenoid 
sinus is usually present at birth; the fron- 
tal sinuses develop at 10 to 12 years. Per- 
tinent is the fact that the ostia leading to 
the ethmoid sinuses become small in size 
relative to the volume of the sinus at an 
early age, usually at 1 or 2 years of age. 
The sphenoid sinus is rarely infected in chil- 
dren. The growth of the maxillary sinus is 
somewhat slower, and until the age of 3 to 
4 years the opening into the maxillary sin- 
uses is sufficiently large to guarantee drain- 
age. From this age on, the ostia gradually 
become both actually and relatively smaller, 
and the floor of the maxillary sinus descends 
with growth, thus developing the inefficient 
drainage system which is one of the funda- 
mental causes of refractory infections of 
the maxillary sinus in adults”). 

Histologically, the epithelial lining of the 
sinus cavities is the same as that of the nose 
and the rest of the respiratory tract. It is 
a ciliated columnar epithelium, and it is now 
well established that all these areas of epi- 
thelial tissue participate sympathetically, to 
varying degrees, in the same reactions as 
any diseased portion of the respiratory 
tract'?), This explains the volume of nasal 
secretion coming from the respiratory tract 
of a child, for one infected sinus area cannot 


Read before the Section on Ophthalmology and Otolaryngol- 
ogy, Medical Society of the State of North Carolina, Pine- 
hurst, May 3, 1955. 
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produce the large amount of secretion en- 
countered during an infection which involves 
one small respiratory area such as a sinus. 
It is well to remember that the ethmoid sys- 
tem represents the major portion of the 
sinus area in children until the age of 4 or 
5 years, and after that the maxillary sinuses 
also become important. Also, the entire res- 
piratory system responds physiologically to 
infection in any small portion of it, and it 
may be the magnitude of this reaction 
rather than the magnitude of the infected 
area which produces the symptoms. 


Etiology 

The etiology of infections in the nasal 
sinuses in children is no different from that 
of sinus infections at all ages. A good many 
of these are primarily due to the common 
cold, which, when it invades the respiratory 
tract, involves the whole of it and makes the 
respiratory system more susceptible to bac- 
terial invasion. At present our inability to 
control the pathogenicity of the common cold 
virus complicates control of all sinus infec- 
tions. The way in which the mucous mem- 
brane of the individual patient responds to 
any infectious organism, either viral or bac- 
terial, is of paramount importance. If the 
membranes respond in a hyperergic or a 
typically allergic manner, then the response 
will be more overwhelming and the infection 
will be accompanied by serious symptoms. 
It also will be more difficult to treat. Any 
anatomic deviation which interferes with 
normal ventilation of the nose, sinuses, or 
other areas of the upper respiratory tract 
is an important predisposing factor in in- 
fection of the sinuses of children. Typical 
of these anatomic factors are adenoid 
masses obstructing the posterior portion of 
the nose, marked septal deviations, and con- 
genital malformations of the air passages. 
Among bacterial infections in the sinuses of 
children, the hemolytic staphylococci are 
most frequent, followed closely by pneumo- 
cocci and hemolytic streptococci. In recent 
years the use of microbial chemicals has 
greatly reduced the incidence of hemolytic 
streptococcal infections. Exposure to chill- 
ing, general poor health, fatigue, and di- 
etary deficiencies are all important predis- 
posing factors to sinus infection. 

Perhaps the predominating factor is the 
matter of hyperergic reaction to infectious 
invasion of the respiratory tract. We prefer 
the term “hyperergic” to “allergic,” inas- 
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Table 1 


Classification of 35 Consecutive New Cases 
of Sinusitis in Children 


No 
Eosinophils Eosinophils; 


A In Nasal Only History No Total No. 
(Years) Smear of Allergy ~~ Patients 

- 1 

5-10 17 1 4 22 
10-15 2 0 0 2 
Per cent 

of 

35 Patients 711% 6% 23% 


much as it explains more accurately what 
we believe takes place. This reaction is 
characterized by massive edema of the nasal 
and sinus tissues, accompanied by venosta- 
sis and a paling of the mucous membrane. 
A copious outpouring of thick and tenacious 
mucous then follows, the quantity of which 
may actually overwhelm small children. The 
interference of this secretory discharge with 
the normal ciliary action is important in 
breaking down the resistance of the normal 
tissue to invasion by bacteria. Also, the 
edema of the tissue seems to be important 
in preventing an adequate local immunolo- 
gic response against the invading bacterial 
agent. It is the combination of this edema 
and excess secretion which we consider a 
hyperergic reaction of the respiratory 
tract®). 

This reaction warrants more extensive in- 
vestigation. It may be important, however, 
that of 35 consecutive new cases of sinus in- 
fection in children, our investigation re- 
vealed evidence of allergic or hyperergic 
reaction in the respiratory mucous mem- 
brane in 27 (see table 1). This information 
was based on the finding of eosinophils by 
the Hansel technique“) in the nasal secre- 
tions of 71 per cent of the patients. Twenty- 
one of these patients had a positive history 
of family allergy. Only 2 of our patients 
gave a history of allergy without the pres- 
ence of eosinophils. Because of this high 
correlation between a family background of 
allergy and the presence of eosinophils in 
the nasal secretions, we feel that examina- 
tion of the nasal secretions for eosinophils 
by the technique described by Hansel is well 
worth while in detecting a hyperergic prob- 
lem‘), 

The clinical symptoms of these patients 
may be quite confusing. In 25 of the same 
group of 35 patients mentioned above, the 
presenting symptom was recurring upper 
respiratory tract infection, by which we 
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~ Which is today's most widely prescribed broad-spectrum 
antibiotic? 
“. ACHROMYCIN — it's first by many thousands of 
prescriptions. 


..What are some of the advantages of ACHROMYCIN? 


“. Wide spectrum of effectiveness. 
Rapid diffusion and penetration. 
Negligible side effects. 


©. Exactly how broad is the spectrum of ACHROMYCIN? 


A. It has proved effective against a wide variety of 
infections, caused by Gram-positive and Gram-negative 
bacteria, rickettsia, and certain viruses and protozoa. 


©. In what way are ACHROMYCIN Capsules advantageous? 


A. For rapid and complete absorption they are dry-—filled, 
sealed capsules (a Lederle exclusive!) No oils, no 
paste...tamperproof. 


©. Who makes ACHROMYCIN? 


A. It is produced — every gram — under rigid quality 
control in Lederle's own laboratories and is available 
only under the Lederle label. 
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Accidental Dismemberment Accidental and Annual Semi-Annual 
Death Benefits, Up to Sickness Benefits Premium Premium 

$5,000.00 $10,000.00 $ 50.00 weekly $ 90.00 $45.50 
5,000.00 15,000.00 75.00 weekly 131.00 66.00 
5,000.00 20,000.00 100.00 weekly 172.00 86.50 


(TO MEMBERS OF THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 


As close as your phone... 


TELEPHONE COLLECT 
5-5341 — DURHAM 


If you have any problems in 
connection with disability in- 
surance we invite you to call 
this office—collect. We'll do 
our best to help you — and 
there’s no obligation on your 


part. 


LM 


THIS IS THE ACCIDENT AND HEALTH 
PLAN ESTABLISHED BY THE STATE 
SOCIETY FOR ITS MEMBERS IN 1940 


PLANS AVAILABLE 


($433.00 per month) 


Members under age 60 may apply for $10.00 per day extra for hospitalization 
at premium of only $20.00 annually, or $10.00 semi-annually. 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE OR CALL 


J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


Representing—COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 
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Table 2 


Frequency of Symptoms and Signs in 35 
secutive New Cases of Sinusitis 
in Children 


Symptom or Sign No. Patients Per Cent 
Recurrent respiratory 

tract infections 25 71 
Cough 21 60 
Nasal obstruction 

and discharge 19 54 
Fever 18 51 
Sore throat 12 34 
Ear trouble 11 81 


mean an infection which relapses or recurs 
within a very few days. The importance of 
this symptom cannot be overestimated (see 
table 2). The second most common present- 
ing symptom was cough, and the third, na- 
sal obstruction and discharge. The latter 
appears somewhat infrequently, partly be- 
cause many of the children are too young 
to complain of nasal obstruction, and partly 
because the parents may not be aware that 
it is an important symptom of their child- 
ren’s respiratory tract illness. Fever was 
a complaint among these patients, but in 
only 18 of the 35 was it high enough to be 
considered of clinical importance. In our 
opinion, it is the absence of fever that per- 
mits the situation to become chronic. Par- 
ents tend to minimize the illness, not fully 
understanding its importance since there is 
no fever, although there may be other evi- 
dences of respiratory tract disturbance. 
Sore throat should be included among the 
common symptoms of this disease also. 
Other symptoms referable to respiratory 
tract infection, such as recurrent earache 
or disturbance of hearing, take a minor part 
in the list of complaints. 


Diagnosis 


The diagnosis of sinus disease in children 
requires a thorough examination of all parts 
of the upper respiratory tract. Characteris- 
tically, there is usually present a good deal 
of nasal discharge, which may be of varied 
degree of purulency. The nasal mucosa may 
be either red and congested or extremely 
congested and quite purplish in appearance. 
At this examination any anatomic obstruc- 
tions of the airway, such as hypertrophic 
adenoids or septal deviations, are noted. The 
pharynx is apt to be hyperemic or even 
frankly inflamed; the lymphoid structures 
of the posterior pharyngeal wall are usually 
hypertrophic. The tonsils, if present, may 
also show evidence of low grade infection. 
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Cervical lymph nodes are frequently in- 
volved in the infectious process, and so en- 
larged as to be palpable. They may even be 
tender. Considerable attempt should be 
made to examine the larynx. It is usually 
inflamed. The ears may or may not be in- 
volved in the process. 

We believe that transillumination of the 
sinuses in children by any method preferred 
is reasonably accurate, and we place a good 
deal of dependency upon this procedure. We 
resort to x-ray studies of the sinus system 
only when the clinical findings plus trans- 
illumination do not coincide with all other 
findings and with the history. As a result, 
we have x-rayed less than 1 out of 20 of our 
patients”). Occasionally, we resort to this 
method when, in spite of apparently ade- 
quate information from the other simpler 
methods of examination, the clinical course 
is not what had been expected. 

In the laboratory we believe that the ex- 
amination of the nasal secretions is quite 
worth while. We regularly employ either 
the Hansel stain’) or a modified Wright 
stain technique. By either method we esti- 
mate the percentage of eosinophils in the 
secretions. Also, we can get a rapid indica- 
tion of the types of bacteria present. More 
importantly, however, we can differentiate 
the pathologic nature of the problem. 

For years otolaryngologists have been ex- 
amining nasal smears for eosinophils, but 
they gave little attention to the epithelial 
cells in the smear. The work of Bryan and 
Bryan), in 1952, brought to our attention 
the possibilities of more exact diagnoses by 
careful scrutiny of the individual epithelial 
cells in these smears. At first we followed 
Bryan’s technique exactly, using the Papan- 
icolaou staining method. More recently we 
have successfully modified Wright’s stain 
technique and have become familiar with 
the smears made by this method, so that we 
are now able to differentiate bacterial infec- 
tion, viral infection, and allergy on routine 
nasal smears. We also culture the nasal se- 
cretions and determine the bacterial species 
as well as the antibiotic sensitivity of the 
organisms. We feel that the nasal smear and 
the culture of the secretions are more signif- 
icant and no more costly than a roentgeno- 
gram would be, and in our hands these 
studies largely replace x-ray studies. 


Treatment 
As regards the treatment of sinusitis in 
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children, we feel that it is extremely un- 
wise to generalize. In the first place, most 
of the patients who fall into our hands have 
already failed to respond to the more usual 
forms of treatment of upper respiratory 
tract infection. For this reason, we feel jus- 
tified in making a more complete examina- 
tion, with laboratory studies, before initiat- 
ing treatment. 

Our treatment falls into three general cat- 
egories, which we apply simultaneously. The 
first category is therapy directed at combat- 
ting the bacterial infection. This therapy is 
based upon experiences with the organism 
producing infection in the community at the 
moment, plus the cultural and sensitivity re- 
ports from the laboratory. It is well to bear 
in mind that most of these children with 
sinusitis, as previously pointed out, have al- 
lergic backgrounds and may have already 
exhibited allergic manifestations to some of 
the chemotherapeutic agents or microbiotics. 
A careful history on this matter helps to 
avoid secondary drug reactions. In some in- 
stances it is necessary to change the micro- 
biotic agent after therapy is begun. This is 
especially true if the clinical course is not 
improving as anticipated. At times it may 
even be valuable to reculture secretions and 
do additional sensitivity studies if a good 
response to the first-choice antibiotic is not 
obtained in 7 to 10 days. 

The second phase of treatment, applied 
simultaneously with that directed against 
the bacterial agent, is aimed at improving 
the ventilation and clearing the secretions 
from the nose and sinuses. We have found 
that careful shrinkage of the nose and ostia 
in the office, mass suction, and then gentle 
irrigation with normal saline is often help- 
ful in promoting initial drainage from the 
ethmoid system, even in very young chil- 
dren. If done gently and without hurry, this 
can be accomplished in surprisingly young 
children without upsetting them. We use a 
trap type, rubber-tipped suction apparatus 
for evacuating the ethmoids and find that, 
when used carefully, it produces no un- 
toward trauma. The cleansing can be re- 
peated at one to two-day intervals if needed. 

We frequently administer local medica- 
tion in the form of nasal drops, especially 
in children more than 3 or 4 years of age. 
In our hands a 0.5 per cent solution of Clo- 
pane* has proved the most effective in this 
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field. Fewer patients are sensitive to it, and 
it seems to have a decided effect in reducing 
the viscosity of the nasal secretions, On oc- 
casion we add 2,500 units of bacitracin to 
1 ounce of 0.5 per cent Clopane solution. I 
have found that this combination seems to 
clear up the infection in the posterior 
pharynx more rapidly than does plain Clo- 
pane, and we have used it in a great num- 
ber of cases without any evidence of drug 
reaction. More recently, we have employed 
in the same way the new nasal solutions 
containing small amounts of hydrocortisone 
and neomycin sulfate, or neomycin grami- 
cidin and polymyxin combinations*. These 
preparations seem equally effective and safe, 
though more expensive. 

The third approach that we usually use 
in these patients is some antihistaminic 
drug™). In children we prefer Benadry]' 
in the form of an elixir, usually giving a 
teaspoonful three or four times a day. Oc- 
casionally this drug is not tolerated because 
of nausea dr drowsiness; then another is 
selected. We have found Phenergan’ to be 
useful also. It comes as a syrup and is easy 
to administer to children. In the older chil- 
dren we may give larger doses of Benadryl 
or switch to one of the other antihistaminics, 
such as Histadyl** or Co-Pyroniltt. It is 
necessary to keep in mind that children ‘ol- 
erate larger doses of antihistaminic drugs 
than do adults. It may be necessary to give 
a considerably larger dose per pound than 
one would give an adult in order to get the 
desired effect. This method seems to be with- 
out danger if not carried on too long. We 
have had no instances of blood dyscrasia 
from these drugs. The commonest untoward 
reaction is nausea and vomiting. Occasion- 
ally, drowsiness is a problem. 

We usually continue this complete regi- 
men of treatment for five to seven days 
and sometimes continue the antihistaminic 
drugs an additional week, after all evidence 
of bacterial infection has subsided. This 
practice reduces the incidence of relapse 
appreciably. 

Children rarely require surgery for the 
control and cure of sinus infections. Occa- 
*Trisocort. Manufactured by Smith, Kline and French Labo- 
ratories, Philadelphia, Pennsylvania. 
+Benadryl. Manufactured by Parke, Davis & Company, De- 
troit, Michigan. 
tPhenergan. Manufactured by Wyeth Incorporated. Philadel- 
Manufactured by EM Lilly and Company, Indian- 
apolis, Indiana. 


Manufactured by Eli Lilly and Company, In- 
apolis, Indiana. 
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sionally, we irrigate the maxillary sinus 
through the natural ostium, usually under 
sedation and local anesthesia. In rare in- 
stances we have to remove nasal polyps that 
interfere with sinus drainage. We believe 
that polyps within the sinuses will regress 
if all other factors of the process are con- 
trolled. More radical surgery is contraindi- 
cated in childhood sinusitis. 


Summary 

I have discussed the anatomy, physiology, 
and etiology of sinusitis in children. I have 
stressed the importance of recognizing the 
hyperergic reaction as a basis for infections. 
In very brief form I have mentioned the 
means by which I diagnose and treat these 
infections in children. 
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RETROLENTAL FIBROPLASIA 
Clinical and Therapeutic Observations 


CLINTON B. CHANDLER, M.D. 
and 
CHARLES H. PEEBLES, JR., M.D. 


DURHAM 


The purpose of this paper is to report the 
incidence of retrolental fibroplasia, and our 
observations on the etiology and treatment, 
at Watts Hospital in Durham, North Caro- 
lina, from August, 1951, through December, 
1954. 

This condition was first recognized as a 
disease of premature infants in 1942 by 
Terry“). Since that time it has been exten- 
sively investigated. It now ranks first among 
the causes of blindness in children in the 
United States and is the foremost problem 
other than death itself in the care of pre- 
mature infants. 

Opinion as to the nature and origin of 
the retrolental membrane has differed con- 
siderably since its early description by 
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Terry. He proposed that the condition is 
due to persistence and overgrowth of the 
hyaloid artery. Reese and Payne? sug- 
gested that it originated as hyperplasia of 
the primary vitreous. Krause‘*) thought that 
the disease was a prenatal abnormality of 
the cerebral and retinal neurodectoderm. 


Material and Method 


All infants in the group under considera- 
tion weighed less than 5 pounds at birth, 
and were admitted to the premature nur- 
sery along with premature babies born else- 
where and transferred to this center under 
the Public Health Premature Program. Sev- 
eral children who were referred to us be- 
cause of eye disease were found to have a 
history of prematurity and to show typical 
retrolental fibroplasia. They are included in 
this report and are so designated. 

While hospitalized, the babies were ex- 
amined weekly by one of us except where 
the genera] clinical condition made such ex- 
amination unwise. The infants received in- 
cubator care (Gordon Armstrong), and two 
isolettes were obtained — the first in Jan- 
uary, 1952, and the second in August, 1953 
—for those in poor general condition. 

The pupils were dilated by the instillation 
of one drop of 1 per cent homatropine, fol- 
lowed in five minutes by one drop of 214 
per cent Neosynephrine. With few excep- 
tions, this dosage produced adequate dila- 
tion. The direct ophthalmoscope was used 
for examination; lid retractors were found 
to be unnecessary. When a weight of 5 
pounds was obtained, the babies were dis- 
charged from the hospital and followed in 
the outpatient clinic at McPherson Hos- 
pital. They were examined every two weeks 
until the age of 2 months, then monthly 
until the age of 6 months. In some instances 
further follow-up was made at 9 and 12 
months during the early part of the study. 

In several instances where distance pro- 
hibited follow-up examinations, ophthalmol- 
ogists have been kind enough to report to 
us. The North Carolina State Commission 
for the Blind and the State Welfare Depart- 
ment were given the names of babies who 
had not been adequately followed. Through 
the efforts of these agencies we were able 
to secure adequate information in many 
cases, 

At the beginning of this series all pre- 
mature infants were placed in incubators 
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and supplied with an oxygen concentration 
of 6 liters per minute and so maintained un- 
til they appeared to be out of danger or had 
reached a weight level at which oxygen was 
no longer necessary. They were then re- 
moved from this high oxygen concentration. 
Beginning in May, 1952, all babies were 
given oxygen on admission to the nursery; 
however, the amount was decreased as 
quickly as thought advisable. The decrease 
was gradual—1 liter first, then another liter 
one or two days later, until the oxygen was 
discontinued entirely. This regimen was con- 
tinued until October, 1953; since then no 
oxygen has been given except when dictated 
by the clinical condition of the baby. The 
nurses now give oxygen if the baby shows 
distress or cyanosis, discontinuing it as soon 
as the baby improves. The time varies from 
an hour to a day or more. With few excep- 
tions, there has been no prolonged use of 
oxygen since the beginning of this sched- 
ule. The majority of the babies usually re- 
ceive some oxygen for the first 24 hours, and 
in some instances for the first several days, 
but no greater amount than 1 or 2 liters. 


Incidence 

The following tables show the number of 
cases and breakdown relative to retrolental 
fibroplasia. 

The largest number of cases, including 
those marked by early change and regres- 
sion, were seen in 1952. In 1951 there were 
only six months during which examinations 
were conducted, and proportionately there 
were as many cases during this period as 
during the following year. In 1954 only one 
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Table 1 


Cases of Retrolental Fibroplasia 
Watts and McPherson Hospitals 
1951-1954 


Watts Hospital 
Adequate Follow-up 
Poor Follow-up 


patient manifested any signs of retrolental 
fibroplasia; however, fewer babies were ad- 
mitted to the nursery that year. 

Table 3 attempts to correlate weight with 
the incidence of retrolental fibroplasia. 

In our series, no baby weighing more than 
4 pounds had the disease. However, one in- 
fant born elsewhere with a weight of 5 
pounds, 3 ounces, who was later seen at Mc- 
Pherson, did have the disease. This baby re- 
ceived oxygen for three weeks. The major- 
ity of the infants weighed less than 3% 
pounds (table 3). 


Clinical Course 


The development of retrolental mem- 
branes in these premature infants was 
similar to that described by Owens and 
Owens"). For several weeks the fundi ap- 
peared normal, then the arteries and veins 
became dilated, the change being more 
marked in the veins. The vessels gradually 
increased in size and became tortuous. The 
tortuosity was more marked in the arteries, 
and sometimes the vessels virtually doubled 
back on themselves. These changes were fol- 


Table 2 
Retrolental Fibroplasia 


Analysis of Cases 


Total No 
Premature 
Infants 
Retrolental 
Fibroplasia 


Regression to 


with 


plasia Hospi- 


talized Else- 


Minimal Retinal 


Changes 
where and Fol- 


Patients 
Retrolental Fib- 
lowed in McPher- 
son Clinic 


ro 


oo | 


= sie 
No. Cases 
178 
McPherson Hospital Only 8 
q 
Before 
1951 2 a 
1951 47 12 5 - 
1952 65 2 6 
: 1953 42 » 4 4 
1954 30 1 
186 14 14 
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Table 3 
Weight Incidence 
3 
an oc} 7 2 
33 
§ ad as 
Retrolental 
fibroplasia 3 7 4 
Regression 3 3 
Not followed at 
Watts Hospital 3 3 1 1 
9 14 8 1 


lowed by grayish elevation of the retina in 
the periphery, usually on the temporal side. 
Fanning out over these elevated areas many 
tortous or small, newly formed vessels could 
be seen. The disk commonly became blurred 
and the retina edematous. The grayish mass 
at the periphery increased in height and 
other areas also became elevated, until a 
gray membane with many vessels coursing 
over it billowed forward at the periphery. 
In the final stage the folds formed a com- 
plete membane, fusing together in the cen- 
ter. Later secondary changes were shallow- 
ing of the anterior chamber, with complete 
loss of the chamber in some cases. Increased 
tension was common, manifested by steamy 
corneas and pain. The end result in these 
instances was phthisis bulbi. 


Treatment and Results 


All the babies with frank retrolental fi- 
broplasia and those showing early retinal 
changes with regression received from 2 to 
6 liters of oxygen for periods ranging from 
16 days to two months. Seventeen of the pa- 
tients received 6 liters per minute until ade- 
quate weight gain was obtained or the gen- 
eral condition permitted discontinuance of 
the therapy. 

From 1951 to 1953 we saw several babies 
whose retinal vessels became slightly di- 
lated without treatment, then gradually re- 
turned to normal size. In most instances, 
however, if the baby had been removed from 
oxygen and the vessels began to dilate, they 
were again given from 1 to 2 liters of oxy- 
gen for one to two weeks, and in many cases 
rather definite and dramatic reduction in 
the caliber of the vessels was observed. 
There was no decided improvement unless 
oxygen therapy was started before the stage 
of marked retinal separation. In several 
cases in which oxygen was resumed, the 
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vessels again became dilated when the oxy- 
gen was removed. Still another course was 
given, with return of the vessels to normal 
size. It was observed that no case in which 
oxygen was used therapeutically progressed 
to the formation of complete retrolental 
membranes (stage 5). It is quite possible, 
however, that the vascular dilation would 
have subsided spontaneously with or with- 
out the use of oxygen. 

Generally this plan of therapy was used 
throughout our series: Those babies show- 
ing dilated vessels were returned to 1 to 2 
liters of oxygen. We also gave ACTH to a 
total of 4 babies, but could see no improve- 
ment in the eye condition. 

Interestingly, a pair of identical twins 
each developed retrolental fibroplasia in one 
eye—twin A in the right and twin B in the 
left eye. These children are now 3 years 
old. The diseased eyes are grossly smaller 
than the other eyes and glasses have been 
prescribed requiring -13.00, the other -12.00 
lenses in the better eye. 

After the policy of no oxygen except for 
respiratory distress was adopted, Only 1 
case of retrolental fibroplasia developed, and 
this child had received oxygen elsewhere for 
two days prior to admission to the prema- 
ture nusery and then received 1 to 2 liters 
intermittently for 14 days. His retinal ves- 
sels began to dilate about the time he was 
discharged, and he was followed in McPher- 
son Hospital Clinic, readmitted to Watts 
Hospital, and received oxygen (2 liters per 
minute) for two weeks, with improvement. 
The final results were detachment in both 
eyes, confined to the far periphery, and a 
marked esotropia. 

It is now rare to see the early changes of 
vascular dilation: in only one case other 
than the one cited above has this change 
been noted in the past 15 months. 


Conclusion 


From the limited number of cases seen 
here, it is concluded that high oxygen concen- 
tration bears a definite relationship to the 
incidence of retrolental fibroplasia, and with 
reduction in the amount of oxygen given 
premature infants the incidence of the dis- 
ease has decidedly decreased. 

Further investigation recently reported’? 
substantiates these findings relative to the 
amount and administration of oxygen. 
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PREOPERATIVE CARE AND 
PREMEDICATION 


HOWARD M. AUSHERMAN, 
CHARLOTTE 


The only part of an operation that many 
a surgical patient will remember may be 
going to sleep and awakening. There is no 
substitute for careful investigation and pre- 
anesthetic preparation of the surgical pa- 
tient, not only for his mental and physical 
comfort, but for his safety. In many local- 
ities the preparation and evaluation of the 
preoperative patient is a combined effort 
on the part of the surgeon, internist, and 
anesthesiologist. In an unusual case, it is 
not uncommon for a psychiatrist, cardiolo- 
gist, obstetrician or other specialist to be 
called to assist in making the patient safe 
for anesthesia and surgery. 


M.D. 


Psychologie Preparation 

Usually the surgeon and internist assem- 
ble the details of the investigation in the 
preparation of the surgical patient. The an- 
esthesiologist should, at the time of his pre- 
anesthetic interview with the patient, eval- 
uate the physical status in the light of this 
pertinent information. 

Every patient should be visited preop- 
eratively by the anesthesiologist. This in- 
terview is important for several reasons. 
The patient may be tense and apprehensive 
at the thought of being carried into uncon- 
sciousness, for it is a fact that more pa- 
tients fear the anesthesia than do the opera- 
tion. The anesthesiologist may, in the eyes 
of the surgeon, be competent, capable, and 
skillful in administering the anesthesias, 
but the patient can judge only by what he ob- 
serves during the interview before anes- 
thesia. The patient is usually pleased when 
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someone from the department of anesthesia 
considers him important enough to visit him 
before the operation. He welcomes the op- 
portunity to disclose anything regarding 
previous anesthesia or his health that may 
be helpful in assuring him a safe and pleas- 
ant journey to and from the operating room. 
The visit allows him the privilege of asking 
questions regarding the proposed anes- 
thesia, and the anesthesiologist the oppor- 
tunity of answering, resulting in a better 
understanding between the two. In discuss- 
ing the proposed anesthesia the anesthesiol- 
ogist must choose his words carefully, but 
with complete honesty. If a spinal injection 
is to be used, the patient should be told so 
without subterfuge. Remember, even a 
mediocre lawyer can bring out the fact that 
a “subdural block,” “saddle block,” “shot in 
the back,” or whatever the procedure is 
called is still spinal anesthesia. 


It surely is not necessary to go into the 
details of the technique (endotracheal, for 
example), for this may only frighten the 
patient. Calm assurance that the best anes- 
thetic agents and methods of administration 
will be used as skillfully as possible will go 
a long way toward establishing the patient’s 
confidence. In the face of direct questions 
and requests, such as, “Will you use only 
Pentothal?” or “Promise that you will use 
no ether,” it is wise to be honest and say 
that you will use the agents and techniques 
that provide the most comfort within the 
limits of safety and good operating condi- 
tions for the surgeon. 


During the interview the patient should 
be told in a general way about the anes- 
thesia to be used and the operation to be 
performed, as well as the time of operation 
and the surgeons doing it. He is told that 
he may receive a capsule and a hypodermic 
injection before leaving his room for sur- 
gery, and that he will feel sleepy or groggy 
as he arrives in the operating theater. Fre- 
quently at this time he may request that he 
be put to sleep if a spinal or regional meth- 
od is used or that he not be “smothered 
down” by a mask on his face. The anes- 
thetist can allay these fears by assuring 
him that, even though he is to have a re- 
gional or spinal anesthesia, he can be put 
lightly to sleep; or if he is to have a general 
anesthesia, induction by vein will avoid the 
sensation of the mask on his face. These 
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facts are comforting and serve to make a 
calm cooperative patient out of the most 
fearful. 

When this psychologic preparation has 
been carried out the night before the opera- 
tion and the proper preanesthetic medica- 
tion given, the patient usually comes to the 
operation room calm and confident. The 
noise and confusion sometimes found in sur- 
geries should be minimized as much as pos- 
sible. The patient should be greeted by name 
and transferred gently from the stretcher 
to the operating table. Better cooperation is 
obtained if quiet words of assurance rather 
than restraints are used during induction. 
Today, in most instances a small amount of 
one of the ultrashort-acting barbiturates is 
valuable in bridging the gap between wake- 
fulness and anesthesia, and when properly 
used, is safe and pleasant. 


Determining the Physical Status 


During the interview at the patient’s bed- 
side, much valuable information can be ob- 
tained. A glance at the patient tells his 
physiologic age (which is more significant 
than his chronologic age), approximate 


weight, general health, color of skin, degree 
of oxygenation, quality of respiration, nu- 
trition, and mental outlook. 

The functional state of the heart may be 
learned by questions regarding palpitation, 
shortness of breath, ankle edema, or ability 
to exercise. Questions about the reason for 
the hospitalization will bring answers as to 
the duration and severity of the present ill- 
ness. This interview gives the anesthetist 
an idea of the patient’s general condition, 
whether robust or weak, alert or mentally 
dull, keen or apathetic. 


The course of any previous anesthesia 
should be learned. Perhaps the patient has 
had an unhappy experience with some anes- 
thetic drug or method which the anesthesi- 
ologist should know about. Any drug sensi- 
tivity to morphine or morphine derivatives, 
for example, should be known in order that 
other drugs may be substituted. The patient 
may report prolonged nausea and vomiting 
from a certain anesthetic drug. While such 
effects are difficult to evaluate, clues may be 
obtained and this set of circumstances 
avoided. The patient may have objections 
to local, regional, or spinal anesthesia which 
he has previously had or heard about. Un- 
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less there is some definite clear-cut reason 
why he should not receive a general anes- 
thesia, it is often very difficult to convince 
him of the merits of other methods when 
these are carefully and skillfully carried 
out. 

Occasionally a patient will give a history 
of being a “bleeder.” It is always wise to 
heed this warning and recheck the bleeding, 
clotting, and prothrombin time before anes- 
thesia and operation are carried out. 

Any pertinent data (clinical or labora- 
tory) from the patient’s chart should be 
summed up and recorded on the anesthesia 
record. By reviewing the positive findings, 
together with the observations obtained dur- 
ing the interview, the anesthesiologist is 
able to evaluate the physical status—that 
is, the degree of systemic disease and im- 
paired function shown. It is axiomatic that 
a knowledge of the normal physiology of 
respiration and circulation is necessary in 
order to recognize abnormalities in these 
systems. 

Because of a better understanding of 
electrolyte and fluid balance and improved 
laboratory methods, it should be possible to 
maintain surgical patients in balance. The 
more common problems of fluid and electro- 
lyte balance encountered are usually a re- 
sult of loss of abnormal amounts of salt, 
water, or potassium from vomiting, diar- 
rhea, sweating, gastric suction, drainage 
from intestinal, biliary and pancreatic fis- 
tula or iliostomy. Electrolyte abnormalities 
may be associated with certain cerebral le- 
sions"), diabetic coma, bilateral ureterosig- 
moidostomy, bulbar poliomyelitis, anuria, 
and congestive heart failure. 

Scribner‘?) has described a practical, ac- 
curate, and inexpensive method of accomp- 
lishing a desirable state of fluid and electro- 
lyte balance at the bedside. His method (as 
all others) pre-supposes an accurate 24-hour 
intake and out-take program. Knowing this, 
a physician or trained technician can de- 
termine the chloride and bicarbonate content 
of the plasma, urine, and other fluid ex- 
creted by the patient. Knowing the output, 
the necessary daily intake of water, salt, and 
potassium can be calculated and supplied. 


Method of Grading 


It is impossible to assess surgical risk 
with reference to such variable factors as 
(1) the seriousness of the operation, (2) 
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the patient’s physical condition, (3) the skill 
of the surgeon and, (4) the outcome of simi- 
lar operations in the past. The Committee on 
Records and Statistics of the American So- 
ciety of Anesthesiologists, therefore, deemed 
it advisable to grade only one factor, calling 
it not the surgical risk, but rather the sur- 
gical condition or physical status of the pa- 
tient. This term refers to the amount of 
systemic disturbance that impairs the vital 
functions. Following are the seven grades 
suggested : 


I. No organic or local disease causing sys- 
temic disturbance. Examples are conditions 
not causing system effects 
A. Fractures not associated with blood 
loss and shock 
B. Congenital deformities unassociated 
with systemic disturbance 
C. Uncomplicated hernia, and so forth 
II. Moderate systemic disturbance 
A. Mild diabetes 
B. Early incarcerated hernia 
C. Moderate anemia 
III. Severe systemic disturbance 
A. Poorly controlled diabetes 
B. Advanced intestinal obstruction with 
severe physiologic disturbances 
C. Pulmonary tuberculosis with reduced 
vital capacity 
IV. Systemic disorders which are an im- 
minent threat to life 
V. Emergency surgery on grade I or II pa- 
tients 
VI. Emergency surgery on grade III or IV 
patients 
VII. Moribund patients 


Reversible pathologic processes such as 
secondary anemia, hypoproteinemia, dehy- 
dration, diabetes, and so forth should be 
vigorously treated if the poor risk patient 
is to be given the best chance of surviving. 
One should not spend too much time dealing 
with irreversible pathologic processes such 
as congenital heart disease, emphysema, and 
chronic liver disease. 


Premedication 
Most of us agree that preanesthetic med- 
ication, properly balanced to suit the needs 
of the individual patient for his specific 
operation, is desirable. 
The choice and dosage of drugs vary ac- 
cording to the following factors: 
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Age 

According to the Dubois curve, basal 
metabolism varies distinctly with dif- 
ferent ages. At birth and in early in- 
fancy it is low—35 to 40 calories per 
square meter per hour, but rises 
rapidly the next few months between 
45 and 50. It reaches a maximum of 
55 cal/meter/hour in the second year 
of life, from which time it declines to 
about 41 cal/meter/hour at 12 years. 
Between 12 and 14 years (puberty) 
the basal metabolic rate is out of pro- 
portion to size, rising to about 45 cal/ 
meter/hour. Thereafter the rate grad- 
ually declines to 35 at 70 years. It is 
obvious that depressant drugs such as 
morphine are metabolized faster, and 
must be given in relatively larger doses 
at 1 and 2 years of age and at puberty. 


Sex 

The dosage is lower for females than 
for males. At 2 years it is 4 per cent 
less, at 13 years 9 per cent less, and in 
adult life 7 to 10 per cent less. 
Toxemias 

The function of the thyroid gland in- 
fluences the metabolic rate. A larger 
dose is required in hyperthyroidism, a 
smaller dose in hypothyroidism. 
Temperature 

The basal metabolic rate increases 7 


per cent for each Fahrenheit degree 

rise in temperature. 

Emotions 

Fear and excitement both increase sen- 

sitivity to pain by as much as 20 per 

cent. An estimate of the emotional ex- 

citability can be made after a short 

conversation with the patient. 

Pain 

Increase in the basal metabolic rate 

is directly proportional to the increase 

in the intensity of pain. 

Disease 

a. A patient should be evaluated ac- 
cording to his illness. A victim of 
osteomyelitis with severe infection 
may be rated toxic, in poor nutri- 
tion, and with a liver unable to met- 
abolize large doses of morphine. 

b. Anemic patients do better on smal- 
ler doses of depressants. 
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ce. Patients with chronic disease such 
as tuberculosis or empyema may 
have acquired tolerance to opiates 
and sedatives because of extended 
courses of these drugs. 


8. Agents 
The modifying factor is the potency of 
the anesthetic agent. The degree of 
the sedation should vary inversely with 
the potency of the agent. 
Proper premedication, with consideration 
of the factors mentioned, is important for 
smooth anesthesia. 


Preanesthetic drugs 

I will mention a few broad principles of 
premedication without going into great de- 
tail regarding the various drugs which are 
commonly used successfully. 

If the patient is apprehensive, one of the 
short-acting barbiturates given one and one 
half to two hours before the operation usu- 
ally allays nervousness. The maximum de- 
crease of respiratory exchange occurs ap- 
proximately one hour after oral intake. Bar- 
biturates are less desirable in the elderly. 
Morphine, morphine derivatives, or syn- 
thetic substitutes such as Demerol should be 
given according to age and physiologic fac- 
tors related to the basal metabolic rate, in- 
creasing or decreasing the dose proportion- 
ately. The maximum respiratory depressant 
effect of morphine occurs within 30 minutes 
after the subcutaneous injection; the maxi- 
mum depression of the basal metabolic rate 
within 60 minutes, and the maximum seda- 
tive effect within 90 minutes. 


Belladonna drugs 


Atropine inhibits secretions, counteracts 
the respiratory depression of morphine to 
some extent, and reduces laryngospasm, 
especially that resulting from Pentothal. It 
also blocks the vagus in large doses, thus 
increasing cardiac rate. 

Scopolamine has similar action except 
that it has greater drying action, depresses 
rather than stimulates the cortical centers, 
and produces a degree of amnesia and se- 
dation. 

Atropine is preferable in the elderly pa- 
tient, for occasionally when scopolamine is 
given to this group in therapeutic amounts 
it may produce excitement, restlessness, hal- 
lucinations, delerium, or stupor. The ratio 
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of 25:1 between morphine and a belladonna 
drug is accepted as the optimum. 


Summary 
It is the duty and responsibility of the 
anesthesiologist to see that the patient 
scheduled for anesthesia and surgery is in 
optimum condition. This preparation should 
include the following: 
1. A review of the complete work-up as 
recorded on the chart 
2. Preanesthetic interview of the patient 
by some one from the anesthesia de- 
partment 
3. Evaluation and grading of the patient 
from the data gathered in this manner 
4. Ordering the proper preanesthesia 
medication and other fluid and blood 
replacement, regulation of cardiac re- 
serve, or any other therapy indicated 
in order to put the patient in the best 
possible condition before anesthesia 
and surgery 
5. Choosing the most suitable anesthetic 
drugs and method of administration. 
If this program is carried out conscien- 
tiously, the patient will be prepared psycho- 
logically, pharmacologically, and physiolog- 
ically to receive the best anesthesia obtain- 
able. 


Discussion 


Dr. Fabian: First, I would like to congratulate 
Dr. Ausherman on his paper. I think it was ex- 
cellent and precise and informative, and I would 
like to comment on only two points by way of re- 
emphasis. First is the accurate preoperative evalu- 
ation of the patient’s cardio-pulmonary status, par- 
ticularly as regards acute and subacute pulmonary 
infections. There have been several recent reports 
on this subject, one a text on the abnormal physiol- 
ogy of cardiopulmonary disease by physiologists 
who stated that some tens of thousands patients 
have had acute preoperative pulmonary disease, in- 
cluding the common cold with the usual runny nose, 
sneezing, and mildly red throat. Sixty-five per cent 
of these patients have demonstrable pulmonary le- 
sions of pneumonic processes, and I think that it 
would behoove us to evaluate their cardiopulmonary 
status. 

Second, beware of the patients who say, “If you 
put me to sleep I’ll die,” because many of them 
will. I have had personal experience with 3 patients 
who told me this, and they were as good as their 
word. Preoperative medication and preoperative psy- 
chologic evaluation is of utmost importance. 


Dr. Daniel L. Crandell (Winston-Salem): I would 
like to add two points. One is the abuse of the bella- 
donna drugs, such as atropine and scopolamine. 
They block the fibers to the sweat glands which 
reduce the heat, and patients with elevated tempera- 
tures who receive doses of atropine or scopolamine 
are liable to go into heat extension because of the 
inability to sweat. This is especially true of chil- 
dren during the hot summer months. 
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Dr. R. L. Wall (Winston-Salem): That point is 
well taken. Are there any other questions? 


Dr. W. A. Hamer (Charlotte): I would like to ask 
Dr. Ausherman if he sees all his patients the night 
before the operation or early the next morning, or 
he has someone else from the department to see 
them? 


Dr. Ausherman: We are talking here of what is 
ideal, and what is practical. Ideally, I think every 
patient should be seen preoperatively. When there 
is only one anesthesiologist in a department and 
the rest of the staff consists of nurse-anesthetists, 
however, it is impossible for this physician to see 
every patient the night before the operation. How- 
ever, if you work in one hospital and are willing 
to spend from an hour to an hour and a half, you 
can see between 10 and 15 patients. You go in the 
patient’s room, talk to him, and at a glance you can 
learn a great deal. By reviewing his chart you can 
get an idea of the problems with which you will be 
confronted the next morning. 


Dr. Wall: Dr. Ausherman is right on that point. 
It is ideal to see every patient and order the pre- 
medication, but a limited staff may make this un- 
feasible. At Baptist Hospital we have been sending 
the residents. In an unusual case, the surgeon sends 
a consultation slip. We then see the patient, talk 
to the surgeon, and order the premedication and 
also the agents and methods to be used. Later on 
we hope to see all the patients before an operation, 
but up to this time we haven’t succeeded. 


Dr. Richard Spencer (Greensboro): I am in a rel- 
atively new hospital where our schedule includes 
between 8 and 14 patients a day; I see them all. 
As Dr. Ausherman tells you, you can find out a 
great deal about a patient in a short time. Usually, 
after a certain amount of practice, your eye will 
pick up any gross abnormalities, and you know 
whether or not you need to spend more time in 
evaluation. I judge an average of 2 patients a day. 
I spend perhaps an additional 15 or 20 minutes 
either talking with the patient or going over his 
chart, but in the majority of cases you can tell at 
a glance if the patient is healthy. In the morning 
the nurse will check the blood, the urine, and the 
diagnosis, and no additional time is required. 


Dr. Kenneth Sugioka (Chapel Hill): I think one 
can overdo premedication, especially with the ton- 
sillectomies performed under open drop ether. I 
am sure you all have had this experience: The pa- 
tient is a heavily sedated child. He comes to the 
operating room, receives ether for five minutes, and 
stops breathing. An endotracheal tube provides com- 
plete control of the airway. You encounter more 
trouble with the patient who refuses to breathe 
because of Demerol sedation. I worked with a sur- 
geon who performed all our tonsillectomies with 
the open drop method, and because of that fact I 
completely dropped Demerol from my preoperative 
medication of children. 


Dr. Spencer: I have seen the same difficulty in 
Children’s Hospital in Boston, where patients can- 
not be aroused before a tonsillectomy. These pa- 
tients stop breathing before their eyes dilate, mak- 
ing surgery difficult. I think one should avoid psy- 
chic trauma in children. They may be given a bar- 
biturate, which permits them to be aroused by 
a word or a touch, and then drop right off to sleep 
again. I have done this with two of my own chil- 
dren, and they have no recollection of going to the 
operating room. I think this type of premedication 
is ideal for children, because it does away with 


psychic trauma without danger. 
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Early North Carolina Medicine 
Smallpox in North Carolina 


DOROTHY LONG* 
CHAPEL HILL 


Although there were doubtless other epi- 
demics of smallpox in North Carolina which 
caused more fatalities, and perhaps some 
which were of more importance historically, 
the epidemic receiving most attention was 
an outbreak of the disease in Tarboro in 
1821 which resulted in a congressional in- 
vestigation and some nationwide publicity. 
This episode will be described in some detail 
after a brief review of the earlier history of 
smallpox in the state. 


Early History 

There are scattered references to small- 
pox in almost every volume of the colonial 
Records, but the first extensive discussion 
of the disease occurs in the letters of Gov- 
ernor Arthur Dobbs, who reported that 
great numbers of the Cherokee and Catawba 
Indians died from it in 1760. In April of 
that year he wrote to the secretary of the 
Board of Trade, “I hear there are about 
100 Catawba warriors who have returned to 
the town, out of 260 they had when they dis- 
persed on acct. of smallpox.” Appar- 
ently the disease continued to harass the 
tribes, as two years later the governor said 
that the Catawbas, who had been a friendly 
tribe, had moved to South Carolina, their 
numbers having been reduced from 300 war- 
riors to 60, with a proportionate number of 
old men, women, and children‘*). The In- 
dians were not the only sufferers, however, 
as in 1759 the colonial assembly granted ex- 
tra time to the settlers in Halifax to make 
good their claims to land there, because 
“the small pox have raged in the said town 
for many months past, whereby many per- 
sons have been prevented from saving their 
lots by building houses on them.’’‘®? 

The Records mention early attempts to 
control the spread of the disease, first by 
quarantine, as in 1738, when a Negro man 
with smallpox was brought into Wilmington 
on a ship from Charleston. The patient was 
ordered confined to the house in which he 
was then staying, the two men who were re- 
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sponsible for his having come were not to go 
out on any pretex, and the master of the ship 
was to take it two miles up the Black River”’ 
and for three weeks to have no intercourse 
with the inhabitants.” There were several 
attempts to establish a permanent hospital, 
or “pest house,’ for smallpox victims, as in 
1764, when Governor Dobbs, fearing that 
an epidemic in Boston might spread to the 
coastal towns of this region, suggested that 
a house on the Cape Fear be set aside for 
this purpose, and that New Hanover, Bruns- 
wick, and Bladen counties be taxed for its 
upkeep. However, this proposal was rejected 
by the colonial assembly °). 


Vaccination 

I have not been able to find when it was 
first used in North Carolina, but the prac- 
tice of inoculation seems to have been fairly 
well known in the pre-Revolutionary period. 
In the court minutes of August, 1759, a wit- 
ness was summoned to answer questions con- 
cerning Dr. Andrew Scott’s sending to him 
for “some of the Small Pox Skabbs in a 
vial,’’“®) which suggests that Dr. Scott may 
have been inoculating patients. The practice 
gradually became more acceptable, but op- 
position to it continued for many years. In 
1779, when smallpox spread in Salem after a 
company of cavalry from Pulaski’s Legion 
had spent four days there and the commun- 
ity doctor planned to begin inoculating the 
people of the town, threats were received 
from neighboring villages, saying that Sa- 
lem would be burned if this plan were car- 
ried out‘. 


Troop movements and an increase of tra- 
vel during the war encouraged the dissemi- 
nation of any infection, so that we find rec- 
ords of epidemics of various diseases during 
the Revolutionary period. Governor Caswell, 
in 1779, mentioned in a letter “the raging 
of the smallpox in the town of New Bern,” ®) 
and there were serious outbreaks in Hills- 
boro and Halifax in 1781. Washington or- 
dered that the troops be inoculated, and 
special places were designated as inocula- 
tion hospitals, but evidently not all of the 
soldiers were reached by this program. Writ- 
ing of his experience in caring for prisoners 
in a British camp where he had been sent 
to attend the wounded, Dr. Hugh William- 
son reported more deaths from small pox 
than from wounds, and complained of the 
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difficulty he had in securing from Cornwal- 
lis permission to inoculate the men who had 
not had the disease‘. 


Shortly after the publication of Jenner’s 
work, a few North Carolina physicians be- 
gan to encourage vaccination. One of the 
first of these was Dr. Calvin Jones, who was 
at that time secretary of the state medical 
society. He had been an advocate of inocula- 
tion, but in the Raleigh Register of April 
14, 1801, he announced, “It is the hope of 
seeing the Vaccine disease substituted for 
the smallpox, that alone induces me to 
decline the inoculation.” His discussion of 
vaccination interested, among others, the 
Moravians of Salem. On April 21, 1801, the 
Salem minutes report: 


In Bethlehem they are inoculating against 
the smallpox. This disease has not been among 
us for fifteen years and it is time that some- 
thing should be done for our young people who 
have grown up since then. A new kind of 
smallpox has recently been discovered in Eur- 
ope, in which the worst features of this dis- 
ease are almost entirely absent. In the last 
newspaper, Dr. Calvin Jones, of this state, 
announces that he hopes to receive this kind 
of smallpox, which is called cowpox, and offers 
to inoculate with it. It will be well to inform. 
our members of his description of this new 
illness. 


Some time later, a meeting of the parents 
was held, and 


there was discussion of the inoculation with 
cowpox of our children and young people who 
have not had the ordinary smallpox .. . First, 
examples were given of what had been done 
with it in various parts of Europe: that it is 
a mild disease and not dangerous, and there 
are but few cases in which a person who has 
been inoculated with cowpox contracts small- 
pox. Here in America it has been used for 
some time, and it can be seen plainly that it is 
a preventive against ordinary smallpox ... 
The matter was fully discussed, and it was 
pointed out that cowpox was not contagious 
and could be produced only by inoculation, so 
there was no danger of its being taken by chil- 
a. — parents did not wish them to have 


Evidently most of the parents were con- 
vinced of the desirability of vaccination, as 
the Salem memorabilia for 1802 records that 


about eighty persons, elder and younger, were 
inoculated by Dr. Vierling [Samuel Vierling 
was at that time the doctor in Salem] with 
cowpox. Most of them recovered easily and 
successfully, and a number had no illness 
whatever, If this kind of pox proves to be a 
sure and lasting preventive against the common 
smallpox, as experience seems more and more 
to attest, we cannot thank our Lord enough 
that so large a number of our children and 
youth have had the disease so easily.(12) 
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The Tarboro Incident 


Though it had for some time its opponents 
and detractors, vaccination soon became 
well known and widely accepted. The diffi- 
culty of supplying vaccine, especially when 
threatened outbreaks of smallpox caused a 
sudden demand for large quantities, resulted 
in the setting up of several vaccine institu- 
tions. One of these, known as the National 
Vaccine Institution, was established by Dr. 
James Smith of Baltimore. He had attempted 
without success to get government support 
for his project; however, in 1813 Congress 
had passed “An act to encourage vaccina- 
tion,” which authorized the president “‘to ap- 
point an agent to preserve the genuine vac- 
cine matter, and to furnish the same to any 
citizen of the United States, whenever it may 
be applied for, through the medium of the 
post office,’’ and which granted the vaccine 
agent franking privileges for letters and 
packages containing vaccine or relating to 
the practice of vaccination. Under this law, 
President Madison had appointed Dr. Smith 
as national vaccine agent. Dr. Smith later 
began appointing deputy vaccine agents, one 
of whom was Dr. John E. Ward, of Tarboro, 
North Carolina. 


Early in November, 1821, Dr. Smith sent 
to Dr. Ward a letter of instruction and what 
he thought was some vaccine. Dr. Ward used 
the material in vaccinating a number of peo- 
ple in the community and soon realized that 
it produced an illness like smallpox itself. On 
December 29, 1821, he wrote Dr. Smith giv- 
ing this information. His letter and other 
correspondence relating to the affair were 
reprinted in the Vaccine Inquirer, which Dr. 
Smith began to publish while an investiga- 
tion of the incident was still in progress. 
Other letters from Dr. Ward, and from Dr. 
Benjamin Hunter, also of Tarboro, reported 
on the progress of the epidemic, which re- 
sulted in at least 10 deaths. Writing in Jan- 
uary of 1822, Dr. Ward told of the disa- 
greement among local doctors, at first, as 
to whether smallpox was really present, and 
of his prompt use of vaccine secured from 
other sources. He also asked for further in- 
formation about the material sent him, say- 
ing, 

In consequence of this disease I have been 
much abused; have been charged by some of in- 


troducing it from lucrative motives; and in ad- 
dition to which and worst of all, am accused 
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of having received matter marked with the 
Latin word for smallpox; and this has been 
magnified until it has become a serious charge. 
It originated in consequence of noticing the 
niark at the bottom of the printed sheet of 
established regulations of the general insti- 
tution, etc., Whitford.’ 

In my first communication to the Commis- 
sioners, I sent all the papers I had received 
from you at the time I received the impure 
matter, requesting it as a favor that they 
should read them, in order that they might 
know in what manner this disease had been 
introduced. Some of them noticed the mark 
and requested to know what it meant, but was 
quite ignorant of it until I explained the mean- 
ing of variolous, supposing ‘variol.’ an abbre- 
viation of the former word. That I supposed 
it some private mark best known to yourself; 
that I recollected, if I was not mistaken, to 
have seen a similar mark on papers you had 
before sent me... (13) 


Before receiving this letter, Dr. Smith 
had hastily published an attempted explana- 
tion of the affair, suggesting such possibili- 
ties as that some smallpox contagion had 
clung to his person as he prepared the vac- 
cine (the disease was at that time epidemic 
in Baltimore), that the genuine cowpox 
might be so nearly like smallpox that when 
the latter is prevalent it “intermixes with 
the vaccine matter by a natural process,” 
that the same person might be a carrier of 
both smallpox and cowpox, or that cowpox 
might so change that it became capable of 
producing smallpox''*?, 


Soon after the letter containing these the- 
ories appeared in the Baltimore American, 
Dr. Smith realized, from the information 
sent him by Dr. Ward and others, what had 
really happened. The supposed vaccine was 
not vaccine at all, but smallpox scabs which 
had been sent by some mistake to Dr. Ward. 
Smith immediately sent this information to 
the House of Representatives, which had ap- 
pointed a committee to consider the occur- 
rence and decide whether it would be wise 
to repeal or modify the law of 1813. Late in 
February, 1822, this committee reported 
that, “As the vaccine agent has since ascer- 
tained and acknowledged, that it was the 
genuine smallpox matter that he had sent 
to North Carolina, through his own mis- 
take,” no change in the law was _ neces- 
sary"), 

In the meantime the matter had received 
much newspaper publicity, including an ac- 
count in the Raleigh Register by Dr. Ward, 
and had continued to be the subject of an 
acrimonious correspondence among the vari- 
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ous physicians involved. Debate in Congress 
also continued, and another committee, whose 
chairman was Hutchins G. Burton of North 
Carolina, was appointed to reconsider the 
question of repealing the law concerning 
vaccination. This committee considered such 
questions as the efficacy of vaccination, the 
possibility that the National Vaccine Insti- 
tute constituted a monopoly, and the rela- 
tive responsibility of national and local gov- 
ernments in encouraging vaccination. Heated 
accusations were made by both sides, one 
member going so far as to doubt that the 
smallpox had been sent to North Carolina 
by Dr. Smith; he thought it more likely to 
have been introduced by the local doctors, 
“whose interest it was to have the people 
as sick as they could be.”'® One of the 
calmer members remarked that, ‘“However 
intelligent this House might be, it could 
hardly be supposed to be accurately versed 
in medical science.’’‘'?) Dr. Smith’s appoint- 
ment was revoked in April, and the law en- 
couraging vaccination was repealed in May 
of 1822. For several years, however, Dr. 
Smith, in an effort to clear himself of 
charges of negligence, continued to appeal 
to Congress for vindication. In this he suc- 
ceeded to some extent, though a committee 
of the Nineteenth Congress concluded that, 
“There yet remains some obscurity as to the 
facts of the case.”''®) An interesting account 
of Dr. Smith’s career, especially of his efforts 
to encourage vaccination, has been written 
by Bell@®, 


Dr. Thomas Fanning Ward 

At least one other individual should be 
mentioned in connection with the history of 
smallpox in North Carolina — Dr. Thomas 
Fanning Wood, who practiced in Wilming- 
ton after the Civil War. He returned from 
military service in 1865 to find an epidemic 
of smallpox in the town, and helped to or- 
ganize the city smallpox hospital in which 
more than 1,300 patients were treated. In 
his report of July, 1866, covering a period 
beginning with the preceding October, Dr. 
Wood recorded 117 deaths from 740 cases, 
and appended this note: “The only plan, 
which is at all possible, for the prevention 
of a prevalence of this disease in the future, 
is compulsory vaccination and re-vaccina- 
tion.” °°) Dr. Wood was one of the founders 
of the state board of health and was its sec- 
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retary for six years. From 1878 until his 
death in 1892 he was also editor in chief of 
the Carolina Medical Journal, the second of 
the journals sponsored by the state medical 
society. In both of these positions, Dr. Wood 
constantly urged the necessity of vaccina- 
tion for the control of smallpox, writing a 
number of articles on the subject and answer- 
ing many requests for the quarantine of 
cases of the disease with the statement that 
such a regulation was not advisable, vac- 
cine being simpler and far more effective in 
controlling its spread. Not until 1911, how- 
ever, did the legislature finally pass an ef- 
fective regulation for compulsory vaccina- 
tion. 


References 
‘arolina. State Records .. . 
Pp. 285. 
6, p. 710, 
y. 25, p. 398. 

4, pp. 333-3834. 

. Ibid, 6, p. 1200. 

. Dillard, A. T.: Eighteenth Century New Bern ...N. C€. 
Historical Review, 22:488, 1945. 

. Fries, Adelaide, ed.: Records of the Moravians in North 
Carolina, Raleigh, 1922-1955. vol, 3, p. 1286, 

. N.C. State Records, vol. 18, p. 792. 

. Ibid, vy. 22, pp. 530-532. 

. Fries, A. (ed.): Records of the Moravians, vol 6, p. 

. Ibid, v. 6, p. 2708, 

2. Ibid, v. 6, p. 2691. 

- Vaccine Inquirer, p. 124. 

. Ibid, p. 180. 

U. S. Congress. Annals of Congress 38 :1130-1133. 

. Ibid, 38:1638. 

. Ibid, 38:853. 

. U. S. Congress. 19th Congress, Second Session, House Re 
port no. 95. 

. Bell, W. J. Jr.: Dr. James Smith and the Public Encour- 
agement of Vaccination, Ann. Med. Hist. (series 3) 2:500- 
517, 1940. 

. Purcell, J. B.: Wilmington in Health and Disease, 1867, 
p. 15. 


Goldsboro, 1886-1907. 


2680, 


1822. 


Test for Anginal Pain 

When a patient is observed while he actually has 
chest pain and the carotid sinus is massaged for a 
few seconds and the heart slows considerably, if the 
pain is anginal in character it will disappear en- 
tirely or wane perceptibly within several seconds. 
In performing the test the patient is first asked 
whether he is having his customary discomfort at 
that very moment. Then, when slowing has been 
produced by massage of the right or left carotid 
sinus, he is immediately asked whether the pain 
is worse. He is not asked whether it is better, as 
that would be a leading question. In fact, he is 
actually given a misleading question. If his reply 
is that the pain is gone or is letting up, the diag- 
nosis of angina is fairly certain. If no significant 
slowing is obtained, no conclusion whatever can be 
drawn, The pain then may or may not be anginal. 
It is amazing how promptly the discomfort can be 
lessened by this maneuver. The pain may remain 
absent and that particular episode be over, or after 
a brief temporary relief it may return as the 
heart resumes its previous slightly rapid rate. I 
feel certain that the test may help in some cases to 
identify the coronary origin of discomforts in the 
chest before the condition takes on its more classic 
form, with its specific relations to effort. It has 
proved to be an additional diagnostic aid of prac- 
tical use.—S.A. Levine: Pitfalls in the Care of 
Cardiacs, Ann. Int. Med. 42: 1272 (June) 1955, 
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NO APPEASEMENT 


In August the Supreme Court of North 
Carolina rendered a very important decision 
when it upheld the action of Judge Walter E. 
Crissman in dismissing the suit brought 
against Dr. Howard Bradshaw, professor of 
surgery at Bowman Gray. Thereby hangs a 
tale with a moral. 


The plaintiff, an auto mechanic from 
Kingsport, Tennessee, had been struck in 
the chest by a steel fragment. X-rays of the 
chest showed the fragment lodged in the up- 
per part of the left lung. His local physician 
then referred him to Dr. Bradshaw. At the 
North Carolina Baptist Hospital x-ray again 
showed a small irregular metallic body about 
1 by 0.5 cm. in size in the apex of the up- 
per portion of the left lung. Although no ob- 
vious symptoms were present, the patient 
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wanted the fragment removed, because he 
would be inclined to blame anything that 
happened in the future on this previous 
body. Since the fragment had probably nick- 
ed the pleura, Dr. Bradshaw decided to op- 
erate. At operation it was found that the 
pleura had been pierced, but the search for 
the elusive fragment was unsuccessful, even 
with the electric magnet. The patient was 
told frankly that the fragment had not been 
removed, but that it would not be likely 
to give any further trouble. He was not seen 
after he was discharged from the hospital, 
although he had been asked to come back, 
and had been requested by letter to report 
on his condition. 

Dr. Bradshaw was never paid for his ser- 
vices and heard no more from the patient 
until two years later, when a lawyer—who 
had had previous experience in trailing an 
ambulance elsewhere—sought to have him 
settle out of court a claim for damages. He 
alleged that the operation had resulted in 
permanent weakness of the arm. 


Dr. Bradshaw refused to compromise, and 
when the case came to the jury Judge Criss- 
man dismissed the suit on the grounds that 
there had been no proof of negligence. The 
plaintiff then appealed to the North Caro- 
lina Supreme Court, and that body, as already 
stated, upheld Judge Crissman’s action. 


In choosing to fight the suit Dr. Brad- 
shaw has set a good example for other doc- 
tors who may be sued. The easy way out is 
to pay a comparatively small sum as hush 
money—but this is really a policy of ap- 
peasement. A few more such refusals to 
compromise unjust suits will do much to 
discourage lawyers from looking upon doc- 
tors as easy marks. 


INTERLINGUA 


The time was when Latin was the univer- 
sal language of scholars the world over. 
When William Harvey in 1628 published his 
famous work on the circulation of the blood, 
he wrote in Latin. Fortunately for most 
modern medical historians, an English trans- 
lation has been available. 


Now that Latin has such a small place in 
modern education, the need for a common 
means of communication among scientists 
has been felt more and more. 
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An editorial by Dr. Johns Lansbury in the 
Annals of Internal Medicine for July (pp. 
217-221) tells of the attempt to meet the 
need. The editorial] says in part: 


“In 1919 the International Research Coun- 
cil stimulated the American, British, French, 
and Italian Societies for the Advancement 
of Science to appoint committees to investi- 
gate the possibility of supplying a neutral 
scientific language for use in international 
scientific communications. The project lan- 
guished except in the U.S.A., where, under 
the direction of the International Auxiliary 
Language Association, a systematic explora- 
tion of the problem was begun in 1924. 
Numerous linguists, philologists, and scho- 
lars in related fields conducted a painstaking 
study of the problem from 1924 on. In 1951 
a dictionary of approximately 27,000 stand- 
ardized international words was published 
with a grammar by means of which the 
vocabulary could be operated. 

“This work is unique in the field of in- 
terlinguistics since it is based on meticulous- 
ly exact scholarship from beginning to end. 
The resulting vocabularly contains nothing 
artificial or invented, and therefore repre- 
sents the recovery of an already existing 
language and not the invention of a new 
one. 


“A word is eligible for inclusion in the 
vocabulary of Interlingua if it is present in 
three of the four languages under scrutiny 
(English, French, Italian and Spanish-Por- 
tuguese). Where the form of the word is 
identical it is adopted without change. For 
instance, the English word “present” is 
identical in all five languages under con- 
sideration and appears in Interlingua as 
“presente.”” However, where the form of 
a word varies from language to language, 
the “nearest documented or hypothetical an- 
cestor” of the word is chosen. Thus, for 
English “school,” where the following na- 
tional forms also exist: école, scuola, escuela 
and escola, the Latin “‘schola” is automatic- 
ally selected. Its meaning is clear to us from 
such words as “scholarship,” “scholastic,” 
“scholar,” etc. 

“Interlingua Grammar: Only those gram- 
matical features common to all the source 
languages are retained. This automatically 
reduces the grammar to the minimum which 
is found in English. Thus, there is no agree- 
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ment of adjectives with nouns, no gram- 
matical] gender, no subjunctive, and no in- 
flected conjugations. Word order follows 
the general pattern of the Romance lan- 
guages. 


“The Qualities in Interlingua: Interlingua 
has the general appearance of a natural 
Romance language freed from dialectical 
peculiarities .. . 


“English speakers with normal linguistic 
ability and training do almost equally well 
when reading technical material in their 
own field. The same holds true for speakers 
of German, Of course this ease of compre- 
hension depends on the previous knowledge 
of language which all well educated persons 
possess. Unfortunately there are a few in- 
telligent and well educated people who seem 
to be “linguistic cripples’’ and who have dif- 
ficulty in expressing themselves clearly even 
in their own mother tongue. To these neither 
Interlingua nor any foreign language will 
appeal. 


“The Range of Interlingua: Interlingua is 
comprehensible to the intellectual leadership 
of approximately half a billion people... . 

“No other language, whether natural or 
artificial, possesses anything like this range 
of compreheusibility. Thus, if an Interlin- 
gua text were translated into English, Span- 
ish, Portuguese, Italian, German, or any 
other national language, its range of com- 
prehensibility would immediately be put to 
practical use in the field of mass-communica- 
tion. 


“The Current Application of Interlinqua: 
Interlingua seeks only to supplement what- 
ever devices already exist to overcome lan- 
guage barriers. It does not wish to encroach 
on the use of national] languages where these 
have an established function in international 
communications, It welcomes the I.B.M. mul- 
tiple translation system at scientific con- 
gresses and regards itself as complementary 
to it at the level of the written word. 


“Since its introduction three years ago, 
Interlingua has found a useful role in scien- 
tific publications. Under the direction of 
Science Service, a monthly bulletin, “Scien- 
tia International,” is now entering its third 
year of publication. “Spectroscopia Molecu- 
lar” is another bulletin, devoted to a highly 
specialized field. The following medical 
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journals are either using, or plan to use In- 
terlingua translations of summaries of their 
original articles: American Heart Journal, 
American Journal of the Medical Sciences, 
American Journal of Psychotherapy, Annals 
of Internal Medicine, Blood, Circulation, 
Clinical Orthopedics, Archivos Peruanos de 
Patologia y Clinica, Diabetes, Journal of 
Dental Medicine, Pediatrics and the Quart- 
erly Bulletin of the Seaview Hospital. Num- 
erous Other journals in this country and in 
Europe and South America appear to be in- 
terested. 


“Reviewing the above, it seems to us that 
Interlingua has found a useful place in the 
medical journals of the western world. We 
think it is here to stay. How far it will go to 
recapture the function which Latin exer- 
cised in Harvey’s day remains to be seen. 
We at least seem to have a working model 
of a new form of Latin which will aid in the 
circulation of medical information. Ameri- 
can doctors would welcome the introduction 
of Interlingua summaries in European and 
South American Medical Journals.” 


CORTISONE VERSUS ASPIRIN 


The first article in the British Medical 
Journal for September 17 is an intriguing 
comparison of cortisone and aspirin in the 
treatment of early rheumatoid arthritis. It 
is the second report of the Joint Committee 
of the Medical Research Council and Nuf- 
field Foundation. The first report''’ gave 
the first year’s experience of this committee 
with 61 adult patients admitted to six medi- 
cal centers in England and Scotland. Thirty 
were selected at random for treatment with 
cortisone, 31 with aspirin. Three in the aspi- 
rin group were lost sight of, but the remain- 
ing 28 and the 30 cortisone-treated patients 
have been followed ever since. At the end of 
the first year the results attained in the two 
groups were almost identical. At the end of 
the second year, the two groups continued 
to show even more uniformity. in the results 
attained. The Committee concludes that “At 
the end of two years, ... it appears that for 
practical purposes there has been remark- 
ably little to choose between cortisone and 
aspirin in the management of this group of 
patients.”’ 

The two reports of this committee repre- 
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sent a vast amount of intelligent study by 
experts of the relative merits of the old 
standby aspirin, and the comparative new- 
comer, cortisone. Certainly the results ob- 
tained should give pause to those who would 
abandon a time-tried, relatively safe, and 
quite cheap remedy for an admittedly ex- 
perimental, potentially dangerous, and ex- 
pensive new product. 

The editor of the British Medical Journal 


comments: 

All specifics introduced for its treatment so 
far have passed through three stages: the stage 
of enthusiastic welcome, the longer stage of 
practical large-scale use and gradual waning of 
enthusiasm, and then a final phase where such 
measures are used really only for want of any- 
thing better and until the next new substance 
comes along. Thus, although vaccine treatment 
superseded spa treatment and mud packs, gold 
treatment later superseded vaccines, and corti- 
sone superseded gold, to-day throughout the 
world cortisone, vaccine, gold, aspirin, and 
physiotherapy are used side by side. This pro- 
cess is largely one of fashion: objective assess- 
ment demands more time and care than can 
easily be spared by the busy practitioner. Thus 
a heavy responsibility rests with those to whom 
he looks for guidance. 


1. Brit. M. J. 1: 12298, 1954. 
* * 
HORDERISMS 


One of the world’s greatest physicians 
was the late Lord Horder of England. Al- 
though he was physician to the royal family, 
he never lost the common touch. In a num- 
ber of successive issues the British Medical 
Journal has had material about this great 
man. It is doubtful if it ever published more 
tributes from more men in all walks of life 
than were paid Lord Horder. 

One of his former house physicians re- 
called a number of his wise and witty say- 
ings, which became known as “Horderisms.”’ 
These are worth passing on to readers of 
this JOURNAL. 

“Make a friend of your doctor, but don’t 
make a doctor of your friend.” “i would 
treat Beelzebub himself if he came into my 
consulting-room.” “The preservation of 
health . . . depends on temperance and a 
quiet mind.” “It is the duty of a doctor to 
prolong life. It is not his duty to prolong 
the act of dying.” “Someone must preserve 
his poise, and, if the clinician does not, no 
one does.” “Successful medicine is under- 
standing touched with sympathy.” On his 
eighty-third birthday he said: “The more 
I get to know men the more I like them, for 
to understand them is to love them.’’ 
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Are the doctors in the public doghouse? 
Are they arrogant? Are they indifferent to 
the patient’s welfare? Do they charge too 
much? 


The Minneapolis Sunday Tribune set out 
to find the answer to these questions. The 
newspaper, which has more than half a mil- 
lion circulation, conducted a survey cover- 
ing the entire state of Minnesota, and found 
that the people on the whole disagreed vig- 
crously with critics who lash out everlast- 
ingly at the doctors. 


The survey revealed that the medical pro- 
fession in the state is well regarded; two- 
thirds of the people considered the doctor’s 
fees reasonable. More than four out of five 
were satisfied that the doctors take a per- 
sonal interest in their patients and their 
troubles. Most of them were confident that if 
they called a doctor to make a home visit, 
he would come. Eighty-seven per cent be- 
lieved that doctors are better trained now 
than they have ever been before. 


The following statistics released from 
the Department of Labor in December, 1954, 
and reported in the United States News and 
World Report for that month, will be help- 
ful to physicians in counteracting the fre- 
quently heard charge, that “physicians are 
no better than gangsters demanding ran- 
som for their professional services, as does 
a kidnapper.” 


The following is not a brag of the phy- 
sician nor a boast of free enterprise: Gov- 
ernment experts attribute most of the rise 
in hospital expenses today to higher charges 
resulting from better pay scales for hos- 
pital workers and from the higher cost of 
food. Physicians, on the other hand, are get- 
ting a somewhat smaller share of the na- 
tion’s private medical outlay. This finding 
runs counter to the criticism of physicians’ 
fees today. 


In 1930 physicians’ fees accounted for 30 
per cent of the out-of-pocket cost; now they 
constitute only 29 per cent. Physicians’ fees 
tend to stay fairly constant for periods of 
years, yet their expenses for taking care of 
patients go up and up, as do all other con- 
sumer expenditures. Today many physicians 


PRESIDENT’S MESSAGE 


DOCTORS AND PUBLIC OPINION 


are charging the same for office calls and 
sickroom visits as they did shortly after 
the war. 

Medical care is costing the people a total 
of 12.4 billion dollars per year, of which 2.1 
billion is met through health insurance. 
Only four billion of the 12.4 billion dollars 
goes to the physicians in the United States. 
Three fourths of the total goes for other 
medical expenses. The American public 
spends many thousands times more than 
this on patent medicines, quacks, tobacco, 
alcohol, cosmetics, automobiles, theater tick- 
ets, and other non-essential commodities 
and luxuries. 

The average person today pays only 4 
per cent of income for medical care, as com- 
pared to 31 per cent for food, 12 per cent for 
clothing, and 11 per cent for housing. 

Since World War II out-of-pocket expend- 
itures for hospital costs have risen 161 per 
cent. Physicians’ fees during the same in- 
terval have risen 45 per cent. This is still 
about 4 per cent of the income of those gain- 
fully employed, as it was in 1930. From this 
it will be seen that medical fees have not 
risen as fast as the consumers’ price index; 
that personal consumer expenditures for 
medical care continue to be a little more 
than 4 per cent of all family personal con- 
sumer expense; that physicians’ incomes, on 
the average, have increased since 1929 at 
almost precisely the same percentage rate 
as has the income of all gainfully employed 
people. 


The Economic Research Department of 
the U. S. Chamber of Commerce in its 
pamphlet “Free Health Care for Everyone” 
states that “Americans spend more money 
for recreation alone than they do for medi- 
cal care.” This supports my belief that the 
people not only can pay for medical care, 
but that they want other things more than 
they do good medical care. There is no such 
thing as free medical care—except that given 
away by the physicians. Somebody, of course, 
has to pay for all other medical care. 


Here are some figures from the Depart- 
ment of Commerce on the Consumer Ex- 
penditures for 1953. Ten billion dollars for 
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medical care and more than eleven billion 
dollars for recreation. Five billion, three 
hundred million dollars for tobacco. Five bil- 
lion, nine hundred and eight million dollars 
for kitchen and household goods. 

The Los Angeles County Medical Associa- 
tion in its September 1 Bulletin published 
some very interesting and consoling facts 
obtained by their public opinion survey ques- 
tion, “How does the public rate you, Doctor.” 
The result of this survey shows that (1) The 
public generally likes doctors. (2) Doctors 
as a group enjoy a position of confidence and 
respect. (3) The public is not dissatisfied 
with physicians and their services today. 

One of the men questioned replied as fol- 
lows: “Doctors do not invent sickness and 
misery. I think they are doing their best to 
do a job that needs to be done. They are in 
a tough spot to have good public relations. 
Their customers just do not want to buy 
what they are selling at any price. Even if 
doctors could fix broken legs for a dime a 
dozen, no one would want to have one. No- 
body likes to be sick. And many people, if 
they get sick, get sore and take it out on 
the doctor.” This same survey reveals many 
other important facts and I urge every phy- 
sician to read the full report. 

Much of our criticism is purely political 
propaganda for compulsory health insur- 
ance and socialization of medicine. The 
growing pressure to put government in med- 
icine makes just as much sense as to put 
government in the automobile business, to 
buy those who do not have a car a Cadillac 
at the tax payers’ expense. 


Physicians may justly lay claim to and be 
proud of the following facts: American 
physicians make an annual donation to the 
American public of five billion dollars of 
free medical care or reduced medical fees 
to those in poor circumstances. A survey in 
New Hampshire showed that four dollars 
of free medical care is given to the public 
every minute.The average doctor spends 12 
per cent of his working hours in charity. 
For the average physician this amounts to 
a donation of $3,425.00 a year in free medi- 
cal services. Some millions more are given 
to charity, churches, medical schools, hos- 
pitals, and other worthy community proj- 
ects by direct donations from the physi- 
cians. No other group including business, 
professions, or even the clergy come any- 
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where near meeting this great philanthropic 
contribution to humanity. 

Good doctors have nothing to fear or be 
ashamed of when their day’s work is done. 
When it comes to making a choice between 
dollars and the health of our citizens, we 
should and will choose health every time. 


JAMES P. ROUSSEAU, M.D. 


Committees and Organizations 


A REVIEW OF THE FIRST 1000 CONSECUTIVE 
MATERNAL DEATHS IN NORTH CAROLINA 


Part V Cardiac Conditions 
JAMES F. DONNELLY, M.D.* 
WINSTON-SALEM 


Among the 1,000 maternal deaths studied 
by the Committee on Maternal Welfare, 45, 
or 4.5 per cent, were considered to be due 
to heart disease primarily. (Originally 46 
deaths due to heart disease were listed; 
however, one of these was reclassified as 
toxemia. ) 

The type of heart disease was rheumatic 
in almost all cases, as can be seen in table 
1. The 4 cases of arteriosclerotic heart dis- 
ease were in patients more than 40 years 
of age who were without hypertension. The 
immediate cause of death in 30 of the pa- 
tients was congestive heart failure, with 
cerebral embolism occurring in 7 cases (3 
of these patients were known to have sub- 
acute bacterial endocarditis), coronary 
thrombosis in 3 cases, and pneumonia in 2 
cases. In 5 cases it was impossible to de- 
termine the immediate cause of death from 
the available data. 


As in the maternal deaths from other pri- 
mary causes, inadequacy of prenatal care 
was an outstanding feature. Ten of the pa- 
tients had no prenatal care whatsoever, and 
24 received what was considered grossly in- 
adequate care. Thus of the 45 patients in 
this group, only 11 were classed as having 
adequate prenatal care. 

Although the operative incidence of 27 
per cent appears high, the procedures con- 
sisted largely of low forceps deliveries. The 
profession certainly is to be congratulated 
on the fact that only 2 cesarean sections 
were done in the entire group. One of these 


*Chairm of the Committee on Maternal Welfare of the 
Medical gociety of the State of North Carolina. 
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Table 1 
Type of Heart Disease 
No. Percentage 
Rheumatic 37 82 
Congenital 3 7 
Arteriosclerotic 4 9 
Syphilis 1 2 


was done at 6 months’ gestation for chronic 
congestive failure, and perhaps should be 
considered a therapeutic interruption. There 
were only 3 unwarranted operative pro- 
cedures in the entire group. One was a 
manual dilatation of the cervix, another a 
version and extraction without obstetric in- 
dication, and the third a cesarean section. 
In none of these 3 cases was immediate de- 
livery imperative. 

Eight of the patients died during the an- 
tepartum period, 1 during labor, and the 
majority (36) in the postpartum period. 
The antepartum deaths were fairly well dis- 
tributed in time, although 5 occurred in the 
last trimester of pregnancy. In the post- 
partum period, 10 patients died within the 
first 24 hours after delivery and an addi- 
tional 13 within 2 weeks. 


It was of interest that 23 of the 45 pa- 
tients presented other complications which 
were considered significant. These included 
postpartum hemorrhage, severe anemia, sub- 
acute bacterial endocarditis, syphilis, recur- 
rent pyelonephritis, psychosis, premature 
separation of the placenta, thyroid adenoma, 
and hepatic necrosis. There were 7 cases of 
toxemia, 6 mild and 1 severe. 


In a previous review of these records 
Burt™) pointed out that the incidence of 
toxemia was higher among the patients with 
rheumatic heart disease than expected. The 
incidence of severe anemia also seemed 
higher, although the data were not sufficient 
to be certain. Less than one third of these 
patients received the benefit of consultation. 
In this group of cases, however, the major- 
ity of consultants were physicians specializ- 
ing in heart disease. 


In respect to the treatment, some very 
striking features appeared. Among the 30 
patients who died from acute congestive fail- 
ure, 11 received digitalis, 4 oxygen, 2 had 
diuretics, and none were subjected to vene- 
section. In consideration of the over-all 
treatment, it was apparent to the committee 
that 85 per cent of the patients had either 
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Table 2 


Responsibility for Death 
No. Cases Percentage 
Physician 19 42 
Patient 23 51 
Midwife 2 5 
Nonpreventable 1 2 


no treatment whatsover, or that the treat- 
ment was grossly inadequate. 


Preventable Deaths 


It was the opinion of the committee that 
44, or all but one, of the deaths were pre- 
ventable. Table 2 reveals that neglect on the 
part of the patient was considered the major 
preventable factor in 51 per cent of the 
cases. The physician was responsible in 42 
per cent. In assigning the responsibility in 
this fashion it was necessary to determine 
the factor considered to be most important; 
the individual physician, patient, or midwife 
who appeared to be primarily responsible. 
In nearly all of the cases errors were made 
by both the patient and the physician. Fur- 
thermore, the physician or patient was often 
responsible for more than one error. 


Errors of physicians 

Some of the common failings on the part 
of the physicians are listed in table 3. Thirty 
patients died of acute congestive failure, 
none of whom were subjected to venesection, 
and only 4 received oxygen therapy. In all 
of these fatalities sufficient time was avail- 
able to institute such treatment. In 11 cases 
a cardiac lesion was not diagnosed on the 
initial examination and was not discovered 
until the patient was in failure. Since in 
most cases the physician stated that a phy- 
sical examination had been done, it would 
appear logical to assume that the cardiac 
murmurs were not heard or that they were 
dismissed as functional in nature. In 9 ad- 
ditional cases the diagnosis of rheumatic 
heart disease was made; however, no special 
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Preventable Factors Attributed to Physician 
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Table 4 
Preventable Factors Attributed to Patient 


Failure to seek prenatal care 
Refusal sterilization and/or abortion 
Refusal to follow medical advice 


treatment such as additional rest, avoidance 
of infection, and dietary restrictions were 
advised. Included in this group also were 
some cases in which the treatment seemed 
to follow no particular plan even though 
the patients were critically ill. Many of them 
were not even hospitalized. 

The incidence of toxemia was definitely 
higher among these patients than in patients 
without cardiac disease. Of the 7 patients 
who presented toxemia as a complication, 
4 had no treatment for the toxemia whatso- 
ever. In 3 cases the committee considered 
the choice of anesthetic agent unwise, as all 
3 patients were known to have severe car- 
diac lesions prior to the use of the anes- 
thetic agent. Nitrous oxide was involved 
twice and chloroform once. 

There appeared to be 3 unnecessary trau- 
matic deliveries. One was a forceps delivery 
with manual dilatation of the cervix, another 
was version and extraction, and the third 
was a cesarean section. There was no com- 
plication other than the cardiac disease, and 
in none of the patients did there appear to 
be any necessity for immediate delivery. 

The referral failure occurred in one of 
the Public Health Clinics. When an abnorm- 
ality is encountered in the clinics, the cus- 
tom is to advise the patient to see her pri- 
vate physician. The patient is then dismissed 
from clinic care. No effort is made to estab- 
lish contact with the physician or to assist 
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the patient in any way to get further medi- 
cal care. 


Errors of patients 

As far as the patient’s responsibility was 
concerned, the preventable factors were 
fewer in number. Fourteen patients failed 
to seek medical care until their condition 
was critical. Even though they finally re- 
ceived medical care, their condition was so 
grave that the physician was absolved of 
all responsibility (table 4). 

Sterilization or therapeutic abortion was 
advised and refused in 5 cases. Four other 
patients definitely refused to follow the med- 
ical advice given to them. 


Deliveries by midwives 

The midwife was considered the respon- 
sible individual in 2 cases. In spite of the 
fact that one of the patients had not had 
any prenatal care, a midwife performed the 
delivery. The other patient had attended a 
clinic and was refused a permit for a mid- 
wife delivery. The midwife, however, as- 
sured the patient and her husband that a 
home delivery would be perfectly satisfac- 
tory. The patient whose death was consid- 
ered unpreventable had a known congenital 
heart lesion without antecedent history of 
difficulty. She progressed to term under a 
carefully controlled regimen, when conges- 
tive failure suddenly developed. She sur- 
vived the first attack, but had three or four 
episodes of failure within the next 18 hours 
and succumbed in spite of all therapy. 


Conclusion 


Although heart disease is not one of the 
major causes of maternal death in North 
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Carolina at the present time, it will prob- 
ably become one of the leading factors in 
the near future. In the better clinics in the 
country heart disease and anesthetic acci- 
dents are major causes of maternal deaths, 
toxemia and hemorrhage having been all but 
eliminated. 
References 
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Most public health people believe today that good 
health cannot be forced upon individuals, but when 
they are educated to its advantages and its values, 
they work to secure its benefits for themselves, their 
families and their communities. Leroy E. Burney, 

D., Am. J. of Pub, Health, Feb., 1955. 


Classified Advertisement 


NORTH CAROLIN A—Outstanding opportunity 
General Practice — Gross $30,000 or better. 
Balanced agriculture and industry. Large draw- 
ing area. Two medical school centers and three 
well known universities within 50 minutes driv- 
ing time. Less than 5 hours drive from Blue 
Ridge Mountains and 3 hours seashore. Leav- 
ind to specialize. Will introduce. Office equip- 
ment optional. Contact immediately. Dr. W. A. 
Dunnagan, Clayton, North Carolina. 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


65 Haywood Street 
ASHEVILLE, North Carolina 


P. O. Box 1716 Telephone 3-7616—3-7617 
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COMING MEETINGS 


Raleigh Academy of Medicine, Seventh Annual 
Medical and Surgical Association—Sir Walter Ho- 
tel, Raleigh, October 27. 

North Carolina Society for Crippled Children and 
Adults—Selwyn Hotel, Charlotte, October 28 and 
29. 

Seventh District Medical Society meeting— 
Wadesboro, November 16. 

University of North Carolina, Postgraduate 
Course on Trauma, Including Burns—Chapel Hill, 
November 17, 18; Postgraduate Program on Gen- 
eral Surgery—Chapel Hill, November 21, 22; Post- 
graduate Course on Pediatrics in General Practice— 
Chapel Hill, Wednesday afternoons, through No- 
vember 30. 

Duke University School of Medicine Postgraduate 
Cruise—M.S. Stockholm, November 23—December 5. 


United Cerebral Palsy, Sixth Annual Meeting— 
Hotel Statler, Boston, Massachusetts, November 
11-13. 


Southern Medical Association, Forty-Ninth An- 
nual Meeting—Houston, Texas, November 14—17. 


Association of Military Surgeons, Annual Meet- 
ing, Hotel Statler, Washington, D. C., November 
7-9. 

American College of Chest Physicians, Eighth 
Annual Postgraduate Course—New York City, No- 
vember 14-18. 

American Medical Association, Ninth Annual Clin- 
ical Meeting—Boston, Massachusetts, November 29-— 
December 2 


NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


Dr. G. P. Manire, an associate professor in the 
University of North Carolina Medical School, has 
been awarded a Fulbright Research Scholarship 
grant for the calendar year 1956. Dr. Manire who 
has been a member of the Department of Bacter- 
iology since 1950, received his B.S. and M.S. degrees 
from North Texas State College and the Ph.D. de- 
gree from the University of California. During the 
term of his appointment he plans to do research 
on the nature of the toxic components and growth 
characteristics of influenza and other viruses at the 
Statens Seruminstitut in Copenhagen, Denmark. 
This institute is a center of biological production and 
research in Denmark. 

Dr. Manire has recently received a two-year grant 
of $15,342 from the U. S. Public Health Service 
which will enable him to continue his work on these 
viruses upon his return to Chapel Hill. 

He will be accompanied to Europe by his wife and 
two children. They plan to arrive in Copenhagen 
about January 1, 1956, and will remain there for 
about one year. 

* 

Dr. Charles Flowers, associate professor of ob- 
stetrics and gynecology, was at Daytona Beach, 
Florida, September 12-14, where he addressed the 
Tri-State Obstetric-Pediatric Seminar on “Obstetri- 
cal Care in Rural Communities.” 

* 

Dr. Leonard Palumbo, assistant professor of ob- 
stetrics and gynecology, attended the meeting of 
Southeastern Obstetrical and Gynecolugical Society 
in Memphis, Tennessee, September 16-18. 
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Dr. George C. Ham, Chief of Psychiatric Service, 
North Carolina Memorial Hospital, has announced 
the addition of 12 new psychiatric residents to the 
staff of the Department of Psychiatry of the Uni- 
versity of North Carolina School of Medicine. 


On August 15, 1955, Mr. James Franklin Lane me | 
joined the staff of the Psychiatric Research and o? Be 


Treatment Center of the University of North Caro- 
lina Memorial Hospital. He holds the position of 
Unit Manager of the Psychiatric Center, and his 
office is located in the new South Wing of Mem- 
orial Hospital. 

An alumnus of the University of North Carolina, > 
Mr. Lane is a native of Wilson, North Carolina, = \) 
and before coming to Chapel Hill was a represen- 
tative of the Occidental Life Insurance Company in 
Charlotte. He has served three years with the 
United States Air Force. 


£ 


Whenever 
' the diet is faulty, 


* * 

Dr. W. Grant Dahlstrom, director of Psychologi- e 
cal Services at North Carolina Memorial Hospital, vConwatescence the appetite poor, 
left August 26 to attend the National vrs x 
Conference in Clinical Psychology August 27-30, -—* 
sponsored by the United States Public Health Ser- by or the loss of food 
vice, in Palo Alto, California. He also 
annual meetings of the American Psychologica 
Association in San Francisco September 3-7, where Ge IS excessive 
he reported on some of his research on schizo- i? ae 
phrenia. through vomiting 

Dr. Lucie Jessner and Dr. James T. Proctor rep- sy >. / or diarrhea 
resented the Child Psychiatry Unit of the Psychia- ‘Adol 
tric Center of the University of North Carolina at | 
the Neuropsychiatric Institute, which was held in J 3s" a entine $ 
Princeton, New Jersey on September 21. at 2, 


Postgraduate medical courses at Morganton and MEAT EXTRACT 
Asheville got under way September 21 and 22 and 


will continue through November 2 and 3. Guest 


speakers in this series will include: Dr. W. Proctor ae stimulates the a ite 
Harvey, assistant professor of medicine, George- Ppetite, 
town University Medical Center; Dr. Louis K. ii * %' ne the flow of 
Diamond, associate professor of pediatrics, Harvard ant diarrhea igestive juices 
Medical School; Dr. Felda Hightower, assistant 8 
professor of surgery, and Dr. Harold Green, profes- ee na provides: supplementary 

amounts of vitamins, minerals 


sor of physiology and pharmacology and associate 
in internal medicine, Bowman Gray School of Medi- 
cine. 


and soluble proteins, 
* * extra-dietary vitamin By, 

The Department of Surgery will give a postgrad- 
uate course on Trauma, Including Burns, for general 
surgeons of the state and region on Thursday and 
Friday, November 17 and 18. A visiting speaker 
for the course will be Dr. David Bosworth, director 
of orthopaedic surgery at St. Luke’s Hospital, New 
York City. The program, which will include lec- 
tures, panel discussions, case presentations, and 
ward rounds is designed to provide an intensive re- 
view of the principles of handling trauma, with 
particular reference to the usefulness and limita- 
tions of the many new developments which have 
an application to this field. 

* * 


The following Weekly Postgraduate Course on 
Pediatrics in General Practice will be held each Supplied in bottles of 2 or 6 fluidounces. 
Wednesday afternoon at the University of North 


protective quantities of 
potassium, in a palatable and 
»«, readily assimilated form. 


: Carolina School of Medicine October 12 through Dosage is 1 teaspoonful two or three times daily; 
; November 30, 1955: two or three times this amount for potassium 
October 12—“Chronic Pulmonary Infections and therapy. 


Tuberculosis”, Annie V. Scott, M.D., Visiting Pro- 
fessor of Pediatrics 


October 19—“Diagnosis and Therapy of Acute In- 
fections”, Edward C. Curnen, 0. Seakener and VALENTINE Company, Inc. 
Head of Department of Pediatrics 
RICHMOND 9, VIRGINIA 


¥\\\\ Old age 
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October 26—“Common Surgical Problems in Ped- 
iatrics”, Arthur H. London, M.D., Clinical Professor 
of Pediatrics 

November 2—“Emotional and Behavior Prob- 
lems”, Harrie R. Chamberlin, M.D., Assistant Pro- 
fessor of Pediatrics 

November 9—“Immunizations”, Sidney S. Chip- 
man, M.D., Clinical Professor of Pediatrics 

November 16—“Evaluation of Growth”, Judson J. 
Van Wyk, M.D., Assistant Professor of Pediatrics 

November 23—“Convulsions and Other Neurologi- 
cal Problems”, Harrie R. Chamberlin, M.D. 

November 30—“The Tonsil and Adenoid Prob- 
lem; Otitis Media”, Nelson K. Ordway, M.D., Pro- 
fessor of Pediatrics 


NORTH CAROLINA STATE BOARD OF HEALTH 


The North Carolina State Board of Health has 
won a National Home Safety Award of Merit for 
“exceptional public service” in the prevention of 
home accidents during the year 1954-1955, Mr. Tom 
Fansler, director of Home Safety, National Safety 
Council, revealed in a letter to Dr. Charles M. 
Cameron, Jr., Accident Prevention Chief, on Sep- 
tember 15. The award will be presented during the 
National Safety Congress at a luncheon in honor of 
the winners of Home Safety Awards in Chicago on 
October 19. 

Mr. Fansler’s letter concluded “Congratulations 
for your work to prevent accidents in the home, and 
best wishes for continued success in your home 
safety program.” 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Dr. Bayard Carter, Duke University physician, 
has been named president of the American Board of 
Obstetrics and Gynecology. Dr. Carter, professor 
and chairman of the Department of Obstetrics and 
gynecology, succeeds Dr. Walter Dannreuther of 
New York City, who has been president of the 
board for the last 25 years. 

He is one of 12 doctors throughout the nation 
who comprise the board’s Advisory Committee on 
Policy. 

A Duke faculty member since 1931, Dr. Carter 
served as president of the American Academy of 
Obstetrics and Gynecology in 1953-1954, and he is 
also a past-president of the South Atlantic Obstetri- 
cal and Gynecological Society. In 1954 he was named 
an honorary Fellow of the Society of Obstetricians 
and Gynecologists of Canade, and he received the 
Algernon Sydney Sullivan award, given annually to 
a Duke faculty member for humanitarian service. 

* * 

Dr. Lenox D. Baker and J. Leonard Goldner were 
guests speakers on a Duke University Medical Town 
Hall television program presented in September. 
This was the tenth in a series of public services 
features presented by Duke Medical School in co- 
operation with Station WTVD, Durham. They dis- 
cussed the care of injuries from sports. 


NEWS NOTES FROM THE AMERICAN 
MEDICAL ASSOCIATION 
Off to Boston! 


Quaint old Boston with its crooked streets and 
historic landmarks familiar to every American 
schoolboy has much to offer physicians and their 
wives planning to attend the A.M.A.’s ninth annual 
Clinical Meeting November 29 to December 2. An 
outstanding scientific program covering all phases 
of medicine—including lectures, roundtable discus- 
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sions, color television and motion picture films— 
has been lined up for A.M.A visitors. In the Scienti- 
fic Exhibit leading authorities from all over the 
country will be on hand continuously throughout the 
four-day meeting to answer questions and discuss 
problems with doctors. The Technical Exhibition will 
feature the latest developments in equipment, books 
and pharmaceuticals. 

This year’s meeting promises to be one of the 
largest Clinical Sessions on record. Both the Scien- 
tific and Technical Exhibits will be held in the 
Mechanics Building, and the House of Delegates 
will meet at the Statler Hotel. Arrangements are 
being completed to make this session a worth-while 
postgraduate medical education “course.” Plan now 
to attend. 

He 
A.M.A Sponsors Mental Health Meeting 

Methods for integrating effectively the techniques 
of psychiatry with general medical practice will be 
one of the topics of discussion at the second Con- 
ference of Mental Health Representatives of State 
Medical Associations. Sponsored by the A.M.A. 
Council on Mental Health, the meeting will be held 
November 18 and 19 at A.M.A. Headquarters, Chica- 
go. One of the primary purposes of the meeting 
will be to exchange ideas on ways in which medical 
societies can implement and expand their mental 
health programs. 

* 
New Booklet On Indigent Care Plans 

Current information on 18 representative state 
and local indigent care plans will be included in a 
booklet published this fall by the A.M.A.’s Coun- 
cil on Medical Service. To learn where organized 
indigent medical programs were operating success- 
fully and to determine the characteristics of such 
programs, the Council’s Committee on Indigent 
Care began a study in 1952 of 11 communities and 
seven states in various sections of the country. Early 
in its work the Committee developed “Guides for 
Evaluating Indigent Medical Care Plans,” which 
were used as criteria for judging the selected pro- 
grams. Periodic reports have appeared during the 
past three years in the Journal of the American 
Medical Association. 

The new booklet will contain both the “Guides” 
and reprints of the following studies: (1) state 
plans—Rhode Island, New York, Pennsylvania, 
Maryland, Illinois, Washington and North Caro- 
lina; (2) local plans—Buffalo, New York; Madi- 
son, Wisconsin; Newark, New Jersey; Topeka, 
Kansas; Gary, Indiana; Cheyenne, Wyoming; Great 
Falls, Montana; Des Moines, Iowa; Richmond, Vir- 
ginia; Evansville, Indiana, and Fort Wayne, Indiana. 
Copies are available on request from the Council. 


A.M.A. Publishes Booklet On Relations Between 
Doctors and Hospitals 

Just off the presses is a new pamphlet on the 
relationship of physicians and hospitals published 
by the A.M.A.’s Council on Medical Service. Entit- 
led, “Relation of Physicians and Hospitals,” this 
16-page booklet contains: (1) “Guides for Conduct 
of Physicians in Relationships with Institutions” 
(adopted by the House of Delegates in December, 
1951), and (2) “Report of the Joint Committee on 
Hospital-Physician Relationships of the Boards of 
Trustees of the American Medical Association and 
the American Hospital Association” (adopted by 
the House of Delegates in June, 1953). 

Since the House of Delegates adopted the posi- 
tion that the 1953 report should be considered a 
supplement to the 1951 report, both statements 
constitute official A.A.A policy on this subject and 
are reprinted in this edition. Medical societies, hos- 
pital staffs, and individual physicians may secure 
copies from the Council. 
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UNITED CEREBRAL PALSY 


The United Cerebral Palsy sixth annual conven- 
tion will be held in Boston, Massachusetts, at the 
Hotel Statler, on November 11 through 13, accord- 
ing to an announcement by Jack Hausman, of Great 
Neck, New York, national president of UCP. 

Among the important items of business to be 
transacted at the Convention, according to Mr. 
Hausman, will be the election of National Officers 
for the coming year, the President’s Report, and 
meetings of the Board of Directors and other gov- 
erning bodies of UCP. In addition, there will be 
many sessions devoted to various aspects of ser- 
vices to the Cerebral Palsied and reports on the 
UCP research program. 

Further information about the Convention may be 
obtained from the Convention Department. 


INSTITUTE OF INDUSTRIAL HEALTH 


The University of Cincinnati’s Institute of In- 
dustrial Health is offering graduate fellowships in 
industrial medicine. The institute, which is in the 
College of Medicine, provides professional training 
for graduates of approved medical schools who have 
completed at least one year of internship. 

The three-year course of instruction, leading to 
the degree of Doctor of Science in Industrial Medi- 
cine, satisfies the requirements for certification in 
occupational medicine by the American Board of 
Preventive Medicine. Two years are devoted to in- 
tensive academic and clinical study in the field of 
industrial medicine. A final year is spent in resi- 
dency in an industrial medical department or in 
some comparable organization. 

Stipends for the first two years vary from $3,000 
to $4,000 depending on marital status. In the final 
or residency year a fellow is compensated by the 
organization in which he is completing his training. 

A one-year certificate course, without stipend, is 
also offered to qualified applicants. 

Requests for additional information should be ad- 
dressed to the Secretary, Institute of Industrial 
Health, College of Medicine, Eden and Bethesda, 
Cincinnati 19, Ohio. 


MISSISSIPPI VALLEY MEDICAL SOCIETY 


Dr. William C. Menninger of Topeka, Kansas, in- 
ternationally known psychiatrist, has been honored 
as recipient of the 1955 Honor Award, and Dr. 
Daniel L. Sexton of St. Louis, nationally known in- 
ternist, as a recipient of the 1955 Distinguished 
Service Award, both given by the Mississippi Valley 
Medical Society. 

The awards, comprising plaques and gold medals, 
were presented to Dr. Menninger and Dr. Sexton by 
the president of the society, at the banquet held on 
the occasion of the twentieth annual meeting of the 
organization, at the Hotel Jefferson, St. Louis, Sep- 
tember 29, 1955. 


AMERICAN MEDICAL WRITERS’ ASSOCIATION 


The Americal Medical Writers’ Association has 
announced the recipients of the 1955 Honor Awards 
for Distinguished Service in Medical Journalism; 
these awards go to the following United States 
medical periodicals: 

The award for general medical periodicals with 
a circulation exceeding 3,000 to the Public Health 
Reports, published monthly by the United States 
Public Health Service, Washington, D. C.; the award 
for speciality medical periodicals to the A.M.A. Arch- 
ives of Surgery, published monthly by the American 
Medical Association, Chicago; the award for per- 
iodicals of county and city medical societies of less 
than 500 membership to the Bulletin, Sangamon 
County Medical Society, published monthly by the 
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Sangamon County Medical Society, Springfield, 
Illinois, Jacob E. Reisch, B.S., M.D., Springfield, 
Ill., Editor, is the recipient of the award for period- 
icals of county and city medical societies of less 
than 500 membership. 


Dr. Lee D. Van Antwerp of Chicago, nationally 
known medical editor, has been honored as recipient 
of the 1955 Distinguished Service Award given by 
the American Medical Writers’ Association. Dr. 
van Antwerp is Medical Editor of G. D. Searle Co., 
Medical Director of G. D. Searle International, the 
1955 President of the American Medical Writers’ 
— and former editor of the Association’s 

ulletin. 


AMERICAN HEARING SOCIETY 


Appointment of Eugene L. Morrill, Jr., of Hous- 
ton, Texas, as program director for the American 
Hearing Society has been announced by Crayton 
Walker, executive director of the agency. The new 
staff member assumed duties at national head- 
quarters in Washington on October 1. 

_ In his position as program director for the Amer- 
ican Hearing Society Mr. Morrill will assist in de- 
velopment of hearing conservation programs for 
children in public, private, and parochial schools. 
Through field service and correspondence he will 
help chapters to obtain community, state and/or 
Federal cooperation and support for expansion of 
services for hard of hearing children and adults in 
the respective areas. 

_ Mr. Morrill will assist Executive Director Walker 
in maintaining close touch with the Office of Voca- 
tional Rehabilitation, The Children’s Bureau, Office 
of Education (Department of Health, Education, 
and Welfare), and other agencies which are inter- 
ested in the hearing problem. 


Iu Memoriam 


SELLERS MARK CRISP, M.D. 


Dr, Sellers Mark Crisp, 60, of Greenville passed 
away suddenly at his home on July 20. Dr. Crisp 
was born at Crisp, in Edgecombe County. He was 
an alumnus of Davidson College and the Medical 
School of the University of Pennsylvania. Dr. Crisp 
had been engaged in the practice of medicine in 
Greenville and Pitt county since 1926. 

WHEREAS—in the infinite wisdom of the Great 
Physician it has seemed fitting to call unto Himself 
our beloved brother in the profession and friend, 
Dr. Sellers Mark Crisp, and 
_ WHEREAS—we have found in his life of service 
in the City of Greenville, the County of Pitt, and as 
a member of the staff of Pitt County Memorial 
Hospital, a selfless sacrifice of himself in the per- 
formance of the duties of his profession, and 

WHEREAS—the example which he has set in his 
life as a citizen, Christian and doctor will always 
remain with us as an ideal and stimulus to more sac- 
rificial service, therefore 

Be it resolved that the Medical Staff of Pitt County 
Memorial Hospital 

First, extend to his wife and family its most 
heartfelt sympathy in this hour of sorrow. 

Second, express its appreciation for his services 
as a doctor, citizen and staff member and its dis- 
tress over his loss. 

Third, send a copy of these resolutions to his fam- 
ily; spread them on the minutes of the Staff; pub- 
lish them in the Daily Reflector and the North Caro- 


lina Medical Journal. 
Resolution Committee 
Medical Staff of Pitt County 
Memorial Hospital 
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PRO-BANTHINE® FOR ANTICHOLINERGIC ACTION 


A Combined Neuro-Effector 
and Ganglion Inhibitor 


Pro-Banthine consistently controls gastrointestinal 
hypermotility and spasm and the attendant symptoms. 


Pro-Banthine is an improved anticholinergic 
compound. Its unique pharmacologic proper- 
ties are a decided advance in the control of the 
most common symptoms of smooth muscle spasm 
in all segments of the gastrointestinal tract. 

By controlling excess motility of the gastroin- 
testinal tract, Pro-Banthine has found wide use? 
in the treatment of peptic ulcer, functional diar- 
rheas, regional enteritis and ulcerative colitis. It 


is also valuable in the treatment of pylorospasm 
and spasm of the sphincter of Oddi. 

Roback and Beal? found that Pro-Banthine 
orally was an “inhibitor of spontaneous and his- 
tamine-stimulated gastric secretion” which “re- 
sulted in marked and prolonged inhibition of the 
motility of the stomach, jejunum, and colon... .” 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with parasympathetic 
inhibition. Dryness of the mouth and blurred 
vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents. 

In Roback and Beal’s? series “Side effects were 
almost entirely absent in single doses of 30 or 

Pro-Banthine (8-diisopropylaminoethy] xan- 
thene-9-carboxylate methobromide, brand of 
propantheline bromide) is available in three dos- 
age forms: sugar-coated tablets of 15 mg. ; sugar- 
coated tablets of 15 mg. of Pro-Banthine with 15 
mg. of phenobarbital, for use when anxiety and 
tension are complicating factors; ampuls of 30 
mg., for more rapid effects and in instances when 
oral medication is impractical or impossible, 

For the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tablets 
(30 mg.) at bedtime will be adequate. G. D. 
Searle & Co., Research in the Service of Medicine, 


1. Schwartz I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
Gastroenterology 25:416 (Nov.) 1953. 
2. Roback, R. A., and Beal, J. M.: Gastroenterology 25:24 


(Sept.) 1953. 
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quality 
simplicity 
economy 


quality — Made from Grade A Milk 
(U. S. Public Health Service Milk Code) NODIFIED mith 


assuring maximum purity and cleanli- ies fin 
ness. 


simplicity— Merely dilute Baker’s 
(liquid form) with an equal amount of . 


water, previously boiled. Baker's Modified Milk is available 
in both powder and liquid forms. 


economy—Contains adequate amounts 


of all known essential vitamins. Ex- FEEDING DIRECTIONS (liquid) 
pensive supplemental vitamins need Boker’s | Water 


not be prescribed. First 5 days of life 1 part 2 parts 
Second 5 days 1 part 1% parts 


Baker's Modified Milk is supplied 


gratis to all hospitals. aa 


THE BAKER LABORATORIES, INC. 
Milk Products Exclusively for the Medical Profession 


Main Office: Cleveland 3, Ohio ¢ Plant: East Troy, Wisconsin 


. 
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1950 1952 1954 1955 
Cortone® Hydrocortone® ‘Alflorone’ Deltra” 


| the delta, analogue of hydrocortisone 


Merk) 


RHEUMATOID ARTHRITIS 


BRONCHIAL ASTHMA 
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es... lowers the incidence of 
_ untoward hormonal effects. 


. is supplied as 2.5 mg. and 
5 mg. scored tablets 
in bottles of 30 and 100. 


Hyperrna is the trade-mark: of Merck & Co., Inc. for 
its brand of prednisolone, supplied through Siarp & 


or &Co.,inc. Dohme, Division of Merck & Co., Inc. 


tablets 
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XXVIII ADVERTISEMENTS 


The individualized formula 
is the foundation of the 
infant’s health and 
future development 


For 3 generations KARO has been the 
foundation of the individualized formula 


Karo is well tolerated, easily digested, gradually 
absorbed at spaced intervals and completely 
utilized. It is a balanced fluid mixture of maltose, 
dextrins and dextrose readily soluble in fluid 
whole or evaporated milk. Precludes fermen- 
tation and irritation. Produces no intestinal 
reactions. Is hypo-allergenic. Bacteria-free Karo 
is safe for feeding prematures, newborns, and 
infants—well and sick. 

Light and dark Karo are interchangeable in 
formulas; both yield 60 calories per tablespoon. 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N. Y. 
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Tetracycline “‘, . . appears to be superior 

[to oxytetracycline and chlortetracycline]... 
because it is more stable at room temperature, - 
because it penetrates better into the cerebrospinal s 
fluid and elsewhere, and because its administra- 
tion is: accompanied by less untoward effects.”’ 


Dowling, H. F.: Practitioner 174:611 (May) 1955. 


excellent therapeutic response 


BRAND OF TETRACYCLINE 


the original tetracycline 
outstanding among modern broad-spectrum antibiotics 


discovered and identified by 


Tablets and Capsules, 50, 100 and 250 mg., ee 
Oral Suspension (chocolate flavored), 
Pediatric Drops (banana flav>red), Intravenous, 
and convenient ophthalmic and topical forms. 


PFIZER LABORATORIES, CiVISION, CHAS, PFIZER & CO., INC., BROOKLYN 6. N, ¥, 


| 4 
: 


XXX ADVERTISEMENTS October, 1955 


24-hour control 


for the majority of diabetics 


GLOBIN INSULIN 


‘B.W. 


a clear solution...easy to measure accurately 


Discovered by Reiner, Searle, and Lang 
in The Wellcome Research Laboratories 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. Tuckahoe 7, New York 
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Comparing antibacterial 

potency of two unbuffered 
penicillins. Zones of inhtbi- 
tion of Staphylococcus av- 
teus, strain 209 P. 


against gastric destruction. This unique quality is the 


result fa molecular structure that gives Oral Biciiiin high 
durability in gastric acid,! effectively guarding the penicillin 


_ for its antibacterial role. Administer without récard to meals. 


1. American Association: Nonoficia Remedies. J. B. Lippin- 


Co,, Philadelphia, 1954, p. 147. 


TABLETS SUSPENSION 


Philsdelohis 2, Pa. 
Bernzathine Penicillin 


Penicillin with a Burety Factor 


Penicillin G BICILLIN i 
H 
14 mm. \ 10 minutes 
4 re) 23 mm, 
poe 
a 
6. 
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itching, 
scaling, 
burning 


keep returning? 


Sexsun acts quickly to relieve seborrheic der- 
matitis of the scalp. Itching and burning 
symptoms disappear with just two or three 
applications — scaling is controlled with just 
six or eight applications. And SEtsun is ef- 
fective in 81 to 87 per cent of all seborrheic 
dermatitis cases, 92 to 95 per cent of dandruff 
cases. Easy to use, SELSUN is applied and rinsed 
out while washing the hair. Takes little time, 
no messy ointments or involved procedures. 
Prescribe the 4-fluidounce bottle for all your 
seborrheic dermatitis patients. 

Complete directions are on label. Abbett 


®Setsun Sulfide Suspension/Selenium Sulfide, Abbott 
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1950 Cortone® | 1952 Hydrocortone® 
1954 ‘Alflorone’ 1955 'Hydeltra' 


(Prednisone, Merck) 2.5 mg. -5 mg. (scored) 


the delta, analogue of cortisone 


Indications: 
Rheumatoid arthritis 

Bronchial asthma 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


(ESTABLISHED IN 1901) 


JAMES W. VERNON, M. D. E. H. E. TAYLOR, M. D. J. T. VERNON, M. D. 


A PRIVATE HOSPITAL for the treatment of nervous and mental disorders, 
alcoholism and drug addiction. 


A HOME FOR permanent care of selected cases of chronic nervous and 
mental disorders. Equipped for treatment by approved methods. 


LOCATED IN PIEDMONT, N. C., the climote is mild and invigorating at all 
seasons. 


AN OUT PATIENT DEPARTMENT is maintained for diagnostic consulta- 
tion and treatment. 
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Standardized 
Tablets 


Quinidine Sulfate 


Natural 


0.2 Gram 
(approx. 3 grains) 
produced by 
Davies, Rose & Co., Ltd. 


By specifying the name, the 
physician will be assured that this 
standardized form of Quinidine 
Sulfate Natural will be dispensed 
to his patient. 


(Clinical samples sent to physicians 
on their request 


Davies, Rose & Co., Ltd. 


Boston 18, Mass. . Md 


WE CORDIALLY INVITE YOUR INQUIRY 


for application for membership which af- 
fords protection against loss of income from 
accident and sickness (accidental death, 
too) as well as benefits for hospital ex- 
penses for you and all your eligible de- 
pendents. 


PHYSICIANS 
SURGEONS 
DENTISTS 


$4,500,000 ASSETS 


$22,500,000 PAID FOR BENEFITS 


| 
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KALAMAZOO 


*Trademark for the Upjohn brand of prednisone (delta-I- cortisone) 


APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


Aa. een Be the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, drug 
an 
Insulin Coma, Sectaainesak and Psychotherapy are employed. The Institution is equipped with complete laboratory 
pees including electroencephalography and X-ray. 

ppalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around climate 
App health and comfort. There are ample facilities for classification of patienta, rooms single or en suite. 


Wo. Ray GRIFFIN, JR., M.D. MARK A. GRIFFIN, SR., M.D. 
RosBert A. GRIFFIN, M.D. MARK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


XXXV 
| Upjohn | 
is % to tablet three or 
fourtimes daily 


XXXVI ADVERTISEMENTS 


October, 1955 


YOU CAN’T SLEEP INCORRECTLY ON IT! 


AVOID THE ‘'SLUMBER-SAG”’ 
MATTRESS! It promises to ‘‘con- 
form’”’ to your body but merely lets 
you down into an 8-hour slumber- 
sag with vital muscles strained all 
night long! 


AVOID THE ‘'SLUMBER-SLAB"’ 
MATTRESS! It claims ‘“‘firmness”’ 
but is really only “hardened up”’.. . 
aggravates and distorts your body 
so you can’t relax! 


CHOOSE SEALY POSTURE-PERFECT 
SLEEP! Exclusive Sealy Comfort- 
Gard automatically adjusts your 
body to comfortably-correct sleeping 
posture! .. . Proves Sleeping on a 
Sealy Is Like Sleeping on a Cloud! 


Posturepedic 
with COMFORT-GARD 


®@ Automatically adjusts your body to com- 
fortably-correct sleeping posture! 


@ Button-free top! ... No Buttons, No Bumps, 
No Lumps! 


@ Life-line construction! . . . No shifting of 
mattress padding! 


@ Designed in cooperation with leading 
Orthopedic surgeons, so you can’t sleep 


incorrectly! COPYRIGHT SEALY, INC. 1955 


PROFESSIONAL DISCOUNT 


To acquaint physicians everywhere with the exclusive features of 
this mattress, Sealy offers a special discount on the purchase of the 
Sealy Posturepedic for the doctor’s personal use only. Now doctors 
may discover for themselves, AT SUBSTANTIAL SAVINGS the luxu- 
rious comfort of a Sealy Posturepedic. 

SEALY HAS FREE REPRINTS Of the booklets named in the coupon 
and will be happy to forward quantities for use in your office. 


Sealy Mattress Co. + 666 Lake Shore Drive * Chicago, Ill. 
Gentlemen: Please send me without charge: 

Copies of “The Orthopedic Surgeon Looks at Your Bedding”. 
Copies of “The Effect of Bedding on Posture, Health, Appearance 
and Sleeping Comfort.” 

Free Information on Professional Discount. 


NAME 
ADDRESS 
ZONE STATE 


With “Premarin,” relief 
of menopausal distress is 
- prompt and the “sense of well-being” 
imparted is highly gratifying __ 
to the patient. 


“Premarin”@ —Conjugated Estrogens (equine) 


; 

Pikes: 
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1950 Cortone® 1952 Hydrocortone” 
Deltra® 


deheumatoid arthritis 
Bronchial asthma 
Division or Mercx & Co,Inc) Anflammaiory skin conditions 


SAINT ALBANS 


PRCV ATS ROS PLT AL 
RADFORD, VIRGINIA 


NN 


SS 
SSS; 
SGV SSG 
STAFF 
James P, King, M.D., Director 
James K. Morrow, M.D. Thomas E. Painter, M.D. Daniel D. Chiles, M.D. 
James L. Chitwood, M.D., Medical Consultant Clara K. Dickinson, M.D. 


Affiliated Clinic Offering Psychiatric and Psychological Evaluation and Therapy: 
BLUEFIELD MENTAL HEALTH CENTER 
1400 Bland Street 
Bluefield, W. Va. 
David M. Wayne, M.D., Director 


delta, f hydrocorti 

: 
| 
| 
| 
| 
| | 
| 
| 
| 


XXXVIII ADVERTISEMENTS October, 1955 


 Qut-Patient Clinic 
THE And Hospital For Rehabilitation Of 


KEELEY 


447 W. Woshington St. R. H. Dovenmuehle, MD: Consultant in Psychiatry 


GREENSBORO, | | In-patients are accepted in state of acute 
NORTH CAROLINA alcoholism. No waiting period required. 


The FOR 


& 
EXCEPTIONAL 
Thompson CHILDREN 


Homestead Year-round private 


home and school for 
School infants, children and 
adults on pleasant 

250 acre farm near Charlottesville. 


Write for booklet. 
Mrs. J. BAScomM THOMPSON, Principal 
FREE UNION VIRGINIA 


Foot-so-Port 
Shoe Construction 
The and its Relation 


to Weight 
KOMPAK Distribution 
Model 


Baumanomeler 


‘He ae @ Insole extension and 
Fits easily of heel where support is most needed. 
Special Supreme rubber heels are longer than 
in your most anatomic heels and maintain the appearance 
of normal shoes. 
@ The patented arch support construction is guaran- 
teed not to break down. 
: . @ Innersoles are guaranteed not to crack, curl, or 
For all outside calls ‘ the outstanding collapse. Insulated by a special layer of Texon which 
choice of physicians is the KOMPAK also cushions firmly and uniformly. 


Model Lifetime Baumanometer . . . @ Foot-so-Port lasts were designed and the shoe con- 
serves dual r struction engineered with orthopedic advice. 
4 a when also used on @ NOW AVAILABLE! Men’s conductive = 


the doctor’s desk. A lifetime of blood- N.B.F.U. specifications. For surg end op 
pressure accuracy: $42.50 Complete. ry personnel. 
y a special process, using plastic positive casts 


of feet, we make more custom shoes for polio, club 
feet and all types of abnormal feet than any other 


Carolina Surgical Supply Company Oe 


Shoe Agency. Refer to your Classified Directory 


RALEIGH, N. C. DURHAM, N. C. 
Foot-so-Port Shoe Company, Oconomowoc, Wis. 
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KALAMAZOO 


tablets in bottles. of 30. 
ind mg. tablets in bottles 


*Trademark for the Upjohn brand of prednisolone (delta-I-hydrocortisone) 


TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under 
our staff of visiting physicians. 


Under the Professional Charge of 
Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 


XXXIX 
| 
Indicated wherever oral 
cortisone or hydrocortisone 
id 100, 
al of 100 + 
ad Usual dosage is % to 1 tablet three or four 
ie: 
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STUART CIRCLE HOSPITAL | 


413-21 Stuart Circle RICHMOND, VIRGINIA 
Medicine: Surgery: 
A. Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
M. Morris Pinckney, M.D. Carrington Williams, M.D. 
Alexander G. Brown, III, M.D. Richard A. Michaux, M.D. 
John D. Call, M.D. Carrington Williams, Jr., M.D 
Wyndham B. Blanton, Jr, M.D. Urological Surgery: 
eae Frank Pole, M.D. 
Obstetrics and Gynecology: Oral Surgery: 
Wm. Durwood Suggs, M.D. Guy R. Harrison, D.D.S. 
Spotswood Robins, M.D. Plastic 
Edwin B. Parkinson, M.D. 
rae Roentgenology and Radiology: 
Orthepedien: Fred M. Hodges, M.D. 
Beverly B. Clary, M.D. O. Snead, M.D. 


Huwter B. Frischkorn, Jr., M.D. 
William C. Barr, M.D 


Pediatrics: 
Charles P. Mangum, M.D. Physiotherapy: 
Edward G. Davis, Jr., M.D. Miss Etheleen Dalton 
Anesthesiology: 
Ophthalmology, Otolaryngology: William B. Moncure, M.D. 
W. L. Mason, M.D. Heth Owen, Jr., M.D. 


Director: 
Charles C. Hough 


4950 Cortone® 1952 Hydrocortone’ 


one of the 
soundest 
general utility 
x-ray investments 
you can make 


diagnostic x-ray table 


get the story from your Picker representative. You'll find him under “Picker X-Ray” in the 
classified section of your local ‘phone book: or write us at 25 So. Broadway, White Plains, N. Y. 


CHARLOTTE 4, N. C., 1707 East Seventh Street 
WINSTON-SALEM, N. C., 1016 Vernon Avenue DURHAM, N. C., P.O. Box 995 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 


All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For irformation phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ga, 
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_ Rheumatoid arthritis 
Bronchial asthma 
& Co. Inc, Inflammatory skin conditions 
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it takes a lot of telling... 


Seeing the doctor promptly when disturbing physical symp- 
toms appear is not a thing most people will Co readily, as 
you well know. The fact is, they take some “telling.” 


And being reminded, once or twice even, of the impor- 
tance of prompt and proper medical care is not enough. 
People have to be told time and again. The message has 
to be kept alive until they recognize its truth — and 
act accordingly. 


For more than 27 years, Parke-Davis has promoted the 
“See your doctor” idea. On these pages arc a few of the 
233 advertisements that have appeared ‘aus far. These 
messages are being published in LIFE, SATURDAY 
EVENING POST, TIME, and TODAY’S HEALTH. 
And you can be reasonably sure that the millions who 
read these magazines—and are seeing these advertisements 
— include many of your patients. 


Any suggestions that you yourself may have for making 
this series more useful to the public — and to the medical 
profession — are always welcome. 


PARKE, DAVIS & COMPANY 
DETROIT 32, MICHIGAN 
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for strong, sturdy, solid growth 


Lactum 


NUTRITIONALLY SOUND FORMULA FOR INFANTS 


Lactum®-fed babies get all the proved benefits of a 
cow’s milk and Dextri-Maltose® formula. Mothers 
appreciate the convenience and simplicity of this 
ready-prepared formula. Physicians are assured the 


important protein margin of safety for sturdy growth. 


Lactum-fed babies are typically sturdy babies because Lactum 


supplies ample protein for sound growth and development. 


The generous protein intake of babies fed milk and 
carbohydrate formulas such as Lactum promotes the formation 
of muscle mass. It also provides for good tissue turgor 

and excellent motor development.! 


(1) Jeans, P. C., in A. M. A. Handbook of Nutrition, 
ed. 2, Philadelphia, Blakiston, 1951, pp. 275-278. 


SYMBOL OF SERVICE TO THE PHYSICIAN 


MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U.S.A, 


By 
Al 


